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INITIAL COMMENTS

An unannounced annual and complaint survey
was conducted at this facillty from September 15,
2015 through September 23, 2016. The
deficlencles contained In this report are based on
observatlons, Interviews, review of clinical
records and other facllity documentation as
Indicated. The facliity census the flrst day of the
survey was 68, The Stage 2 survey sample slze
was 34,

Abbrevlations/definitions used in this 2567 are as
follows:

Accu checks- A dlagnostic test used for

, monltoring blood sugar levels;

ADL's (Actlvitles of Dally Living) - dressing,
hyglene, eating, toileting, bathing;

ADON - Assistant Director of Nursing;
Always/Totally Incontinent - no episodes of
continent volding during the seven (7) day review
time perlod;

AMS - altered mental status;

Anxlety - an unpleasant state of inner turmoll,
often accompanled by nervous behavior, such as
pacing back and forth;

APM - alternating pressure mattress;

AV Flstula - arteriovenous flstula/the connection
of a velh and an artery, usually In the forearm, to
allow access to the vascular system for
hemodialysls, a procedure that performs the
functions of the kidneys In people whose kidneys
have falled;

B&B (B/B) - bowel and bladder;

Bed mobility - how resldent moves to and from
lylng posltion, turhs side to side, and positions
body while in bed or alternate sleep furniture,
B/L - bllateral/both sldes;

[
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Any defltibnoy statement ending with an asterlsk (*) denotes a defialenoy whioh the institution may bé exoused from correcting providing It Is determined that
othtr safguarda provide sufficlent protection to the patlents, (See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided. For nuraing homes, the abave findings and plans of correction are dlsclosable 14
days following the date these doouments are made avallable to the facliity, If deficlencles are clted, an approved plan of correctlon s requisite to continued

program particlpation,
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BLLE - bllateral (both sides) lower extremities;
Blood sugar (BS) range - the normal fasting adult
blood glucose range for an adult without diabetes
is 74-106;

BM - Bowel Movement;

BPH - Benign Prostatic Hypertrophy/enlargement 25
of gland surrounding tube that carries urine from JA

the bladder out of the body of men;,

Braden Scale - standardized tool used to
determine risk for development of pressure
ulcers;

Brult and Thrlll - assessment of sound and
sensatlon indicating that blood Is flowing through
the blood vessel and functioning properly in an
AV fistula;

¢ ~with;

CAA - Care Area Assessment;

Caretraker - electronic system used to docurnent
services provided for a resident;

cc¢ - cubic centimeter;

Cerehral Palsy - a group of problems affectlng
body movement and posture related to a'braln
injury or problems with braln development;

cm - centimeter;

CNA - Certified Nurse's Alde;

c/o - complaints of,

Cognltively Impalred - abnormal mental
processes; thinking OR mental decline including
losing the abillty to understand, the abllity to talk
or write, resulting in the inabillty to live
Independently;

Comfort/Palllative care - care that helps or
soothes a person who Is dying; to prevent or
relieve suffering as much as possible while
respecting the dying person's wishes;

Continent - full control of bowel and bladder
function;

Contracture - a muscle that is drawn or shortened
by shortening of the connective tissue around a
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C/S (Culture & Sensitivity) - laboratory test to
identify which bacterla is causing the Infection
and which antiblotic will kill the bacterla,

CVA - Cerebral Vascular Accldent/stroke/a
condition involving reduced blood supply to the
brain from bleeding or from a clot;

Dementia - loss of mental functlons such as
memory and reasoning that Is severe enough to
interfere with a person's dally functioning;
Diabetes Msllitus - DM/dissase where blood
sugar levels are high due to the body's Insufficient
production of the hormone, Insulin;

Diuretic - medicines that help reduce the amount
of water/excess fiuid in the body;

DR - dining room;

DTI - Deep Tissue Injury/purple or maroon
localized area of dlscolored intact skin. May be
preceded by tissue that is painful, mushy, firm,
boggy (wet, spongy fesling), warmer or cooler
than adjacent tissue;

dx - diagnosis;

DON-Director of Nursing;

dycem-antl-slip material;

ED - Exscutive Director;

Ensure - high calorle distary supplement;

ER -emergency room,

ESRD (End Stage Renal Disease) - disease
where the kidneys stop working;

Femur - thigh bone;

femoral neck - hip;

fracture - broken bone;

Frequently incontinent - seven (7) or more
eplsodes of urinary Incontlnence, but at least one
spisode of continent voiding during the seven (7)
day review time perlod,

FSD - Food Service Director;
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F/U or f/u - follow up;
Gerichalr - recliner-a 3 position chalr, upright, .

reclined and elevated foot rest;

Hemodialysis - procedure that removes waste
and extra fluid from the body when the kidneys
are not functioning;

H&P - History and Physical,

hipster - hip padding or cover to pravent hip
fracture; broken bone;

Hosplce - end of life care;

HR- heart rate;

hrs - hours;

hoyer lift - mechanical patient lifting equipment
with a minimum of physical effort;

HS/hs - hour of sleep;

HTN - hypertenslon - high blood pressure,

hx - history;

Hyperglycemla - high blood sugar;
Hypoglycamia - low blood sugar;

hypoxic - deficlency In amount of oxygen
reaching body tissues,

ICU - Intensive care unlt

i.e, - that Is;

Incontinence (Incont. or Inc.) - loss of control of
bladder &/or bowel function;

IDT - Interdisciplinary Team;

Interim care plan - temporary care plan In place
until completion of the comprehensive
assessment and comprehensive care plan are
completed;

Insulin - a hormone that lowers the level of
glucose (a type of sugar) in the blood by helping
glucose enter the body's cells, Doctors use this
hormone to treat dlabetes when the body can't
make enough Insulin on its own;

IV - intravenous therapy infuslon of liquid
substances dlrectly into a veln;

Joerns - manufacturer of specialized mattresses
used for pressure ulcer treatment;
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Kardex - care card used for CNAs which
identifies resident's care needs;

L - left;

Lateral - farther from the medlan; relating to the |
side; Ja o
lethargic -abnormal drowsiness;

LLE - left lower extremity;

LOC - level of consciousnhess; loss of
conscioushess;

LPN- licensed practical nurse;

Malleolus - the bony protuberance on either side
of the ankle;

MAR - Medication Administration Record;
Marathon Liquld - liquid applied to skin that forms
protective barrier;

MD or md - Medlcal Doctor;

MDS - Minimum Data Set-standardlzed
assessment form used In nursing homes;
MG/DL - Milligrams per declliter, a unlt of
measure that shows the concentration of a
substance In a specific amount of fluld:

MS - mental status change most often refers to
an abnormal change In your responsiveness and
awareness. It can affect speech, thought,
mobility, memory, attention span, and/ or
alertness;

Mental Retardatlon - condition dlagnosed before
age 18, usually in infancy or prior to birth, that
includes below-average general intellectual
functlon, and a lack of skllls necessary for daily
living;

mi - milliliters;

Mobility - ability to move about;

Modified Renal Diet - dlet prescribed for
individuals with ESRD who are on dlalysis and
reside in a healthcare setting;

MOM - Milk of Magnesia/laxative;

N/A - not applicable;

NN- nurse's note;
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nly - nausea/vomiting;

Occaslonally incontinent - less than seven (7)
episodes of incontinence during the seven (7) day
review time perlod;

Offload/offloading - removal of pressure from an
ares;

OT- Occupational Theraplst;

Parklnson's Disease - affects the nervous system
and causes muscles to become weak and arms
and lege to shake;

PASRR - Preadmission Screening and Resldent
Review - screening for evidence of serlous
mental liness and/or Intellectual disabilities,
developmental disabllities or relaied conditions to
ensure that individuals are thoroughly evaluated
and they are placed In nursing homes only when
appropriate and that they recelve all necessary
sorvices while they are there;

Perfusion - the act of pouring over or through,
especially the passage of & fluld through the
blood vessels of a specific organ;

Perl care - perineal care/cleansing of the
perineum, area between the thighs, the external
genltals and anus;

PMHXx: past medical history;

PLOF- prlor level of function;

PNA - pneumonla- lung inflammation caused by
bacterlal or viral Infection;

PO - oral;

Prealbumin - a blood test to see whether you are
getting proper nourishment from your diet,
Specifically, the test finds out If you have been
getting enough protein and If not, whether you are
at risk for mainutrition or already suffering from it;

IPLE
B WMEKOR WILMINGTON, DE 19810
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X8)
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N/O - new order;
Novolog Insulin - a rapld acting Insullin used to
lower blood sugar/glucose in treating diabetes; af
NPUAP - Natlonal Pressure Ulcer Advisory Panel; ;;L";' !

PRN/prn - as needed,;
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Prostat - protein supplement;

Pt/pt - patient;

PT - Physical Therapy;

PU - pressure ulcer/sore area of skin that
develops when the blood supply to it Is cut off due
to pressure,;

q - every,

QA - quality assurance,

QAA - Quallty Assessment and Assurance;

QAPI - quality assurance and performance
improvement;

RD - Reglstered Dletitian;

RN - Registered Nurse,

RNAC - Reglstered Nurse Assessment
Coordinator,

r/o - rule out;

RP - Responsible Party,

SBAR (Situation Background Assessment
Recommendation) - tool used to communicate
between members of the health care team;
SBAR Communication Form - Staff and
physicians use SBAR to share patlent information
in a clear, complete, conclse and structured
format; improving communication efficlency and
accuracy;

Sepsis - potentially deadly medical condition
characterized by a whole-body inflammatory
state;

Skin prep - a liquld film-forming dressing that,
upon applicatlon to Intact skin, forms a protective
film; is e
Sliding scale with Insulin coverage - a dosing
schedule that is based on a partlcular blood sugar
value or range of values. The insulin dose to be
adminlistered becomes greater when blood sugar
readings are higher;

SLP - Speech Language Pathologist;

S/P -(status/post)Clinical shorthand referring to a

F 000

class or state that follows an Intervention;

1272717
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The facility must not employ Indlviduals who have
been found gulilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse alde
registry concerning abuse, neglect, mistreatment
of resldents or misappropriation of thelr property;
and report any knowledge It has of actions by a
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S/8 - slgns and symptoms;
SBP (systolic blood pressure) - the top number of F225
the blood pressure that reflects pressure in . .
vessels when the heart is beating; 1. Resident (R11) resides at the
TAR - Treatment Administration Record; facility. Resident (R11) incident
temp.- temperature; was report to the state Agency 2
T&R - turn and reposltion; days later than required.
Tx - treatment; 2. All residents who reslde in the
U/A (Urinalysis) - diagnostic test used to detect facllity are at risk for being
and assess a disease or illness OR diagnostic impacted with this deficiency. An
test used to determ‘lne presence of infection; audit of the past 90 days will be By
UM - Unit Manager: formed to identf 4 lg/?
Urinary incontinence- inabllity to prevent [PEFIOTHIEM (o ICISE/ialy, repoite
accldental leakage of urine from bladder; incidents that were not reported in
Urosepsis - severa illness that occurs when an the required timeframe.
infection starts in the urinary tract and spreads 3. The facllity failed to report
into the bloodstream; incident follow up to the state
UTI - Urinary Tract Infection; agency withln 5 working days.
Voiding Diary - 3-Day Bowel &'Bladder Flow All state reportable incidents will
Sheet/ a record of moving one's bowels and have follow up Investigation
;mding_(urlnatlng) for 72 hours or 3 days to reported to the state agency
etermine patterns, .
wlc - wheslchalr: within 5 days. The Adminlstrator
WCC - Wound Care Certified: will be in serviced on the proper
X-ray - plcture taken of bones or organs; procedure of reporting incidents to
+ - positive; the state by Regional Director of
> - greater than; Health Service on 10/15/15.
< - less than. 4, Administrator will perform
F 225 | 483.13(c)(1)(if)-(ili), (c)(2) - (4) INVESTIGATE/ F 225 weekly audits of reportable
ss=D | REPORT ALLEGATIONS/INDIVIDUALS incidences by the

DON/ADON daily x4 weeks
until 100% then monthly x 2
months until 100%.

Results will be brought

to QAPI to determine
further monitoring.
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Continued From page 8

court of law agalnst an employee, which would
indicate unfitness for service as a nurse alde or
other facllity staff to the State nurse alde registry
or licensing authorities. i

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
Including Injurles of unknown source and
misappropriation of resldent property are reported
immediately to the administrator of the facliity and
to other officials In accordance with State law
through established procedures (including to the
State survey and certification agency).

The facillty must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potentlal abuse whlle the
investigation Is in progress.

The results of all investigations must be reported
to the administrator or his deslgnated
representative and to other officials In accordance
with State law (including to the State survey and
cortlfication agency) within 6 working days of the
incldent, and If the alleged viclation Is verified
appropriate corrective action must be taken.

This REQUIREMENT Is not met as evidenced by

Based on staff Interview, record review and
review of other facllity documentatlon, It was
determined that for one (R11) out of 34 Stage 2
sampled residents, the facllity failed to ensure
that the results of the Investigation of R11's "Injury
of unknown orlgin" were reported to the State
Agency within 5 working days. Findings include:

F 225

|
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Review of the facllity policy, dated 10/10/08 and 1. Resident (R10) still resides at
entitled, "Abuse Prohlbitlon and Preventlon the facllity. Resident’s call bell was |
Program" stated, "...Investigation, Any - placed to where resident could
allegations Involving...Injurles of unknown source reach It 9/15/15.
..will Immediately be reported to the Executive 2. All resldents who reside in the

Directer and appropriate state enforcement/
regulatory agencles...Director or designee will
submit a report of the investigation to the
appropriate state agency within § working days of

facllity have the potentlal to be
impacted by this deficiency. An
Inspection of all residents’ rooms

the Incident, unless otherwise indicated by state will be performed to ensure that

law or regulation...". the residents are able to reach the {
call bells w;?*

Review of R11's Incident report and Investigation, 3. Facllity falled to place the

dated 8/18/15, for an "Injury of unknown origln" resident’s call light to where she

stated that during morning care, R11 complained could reach it. The Director of

of right knee paln, was unable to bear welght and
was unable to state what happened. R11's:right
knee was observed to be swallen and he was

nursing/designee will in-service
nursing staff on appropriate

sent to the hospital, Subsequently, R11 was placement of call bells within
readmitted to the facllity on 8/21/15 with a residents reach.

dlagnosis of a right femur fracture. R11's incident 4, Placements of call bells will be
report of an "injury of unknown origin" was initially audited by DON/Designee 3 times
reported to the State Agency on 8/18/15. per week until 100% compliance Is

reached for 3 consecutlve

Review of the flve (5) day follow up report (due by evaluations, then weekly until

8/25/15), revealed that the investigation was
completed on 8/22/15, however, the 5 day follow

up was not submitted to the State Agency untll 8/ 100% compliance for 3 consecutive

27/16 (7 working days later). evaluations then a month later.
Results will be brought to QAPI to
During an Interview on 9/22/15 at 10:46 AM, E2 ( determine further monitoring.

DON) confirmed this finding. The facllity falled to
submit a timely 5 day follow up report to the State
Agency as required by law.

F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246
88=D | OF NEEDS/PREFERENCES

A resldent has the right to reslde and receive
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services In thg facliity w‘itlj reasonhable 1. Resident (R10) remains at the "
accommodations of individual needs and 0 ! layer is
4 facility. Resident's CD playe
preferences, except when the health or safsty of ; 4 functioning. Activity staff
the Indlvidual or other residents would be fixed and fun « Activit :
endangered. to play Saxophone music CD's for
the resident to enjoy and care
plans have been updated. .
2. All residents have the potential
This REQUIREMENT s not met as evidenced by to be affected by this practice. All
: tivity care plans have been
Based on observation, It was determined that the i N . d. All activit
i reviewed and revised. \
facility falled to have call lights within reach for . iewed f
one (R18) out of 34 residents, Findings include: care plans will be reviewed tor \/
. : accuracy and appropriateness and )2:;),
An observation was made on 9/15/15 at 12:19 revised as needed by Activities
PM of R18 sitting in a wheelchair with the Director/deslignee.
resldent's bed to the left side. R18's left hand 3, Facllity falled to appropriately
had a contracture and the call button was clipped capture activlties through
to the bed. When asked R18 was unable to documentation and failed to
reach the call button. update the actlvity care plan to
reflect any changes on resident,
Flndlngs were reviewed with E3 (ADON) on 9/21/ Al activity staff will be in-serviced
16 at 1:36 PM, .
by the Administer/designee on
Findings were reviewed with E1 (ED), E2 (DON) care plan updating, documentation
and E3 on 9/23/15 during the exit conference at of activity participation and
approximately 4:20 PM. offering actlvities which are
F 248 | 483.15(f)(1) ACTIVITIES MEET INTERESTS/ F 248 appropriate with the residents’
ss=D | NEEDS OF EACH RES

The facility must provide for an ongolng program
of actlvities designed to mest, in accordance with
the comprehensive assessment, the Interests and

the physlcal, mental, and psychosocial well-being
of each resident,

This REQUIREMENT is not met as evidenced by

plan of care. Activities Director will
be responsible for all activities care
plans reviews and updates.
Activities assistant will recelve
training by administrator/designee
to do care plan updates and
reviews In the absence of the
actlvity Director,
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: documentation and care plan /\ﬂ
Cross refer to F323 example 1 completion and accuracy daily P
Based on record teview, observations and until100% compliance Is reached Y}/

interview, It was determined that the facility failed
to provide actlvitles of Interests designed to meet,
In accordance with the comprehensive
assessment, the interests and the physical,
mental, and psychosocial well-being for one (R10
) out of 34 stage 2 sampled resldents. Findings
include:

R10 had diagnoses that Included advanced"
dementia, anxiety, depression and a history: of
falls.

R10's care plan for Activities Initiated on 8/16/13
and last reviewed on 11/56/14 listed a Long Term
Goal Target date of 11/17/2016 with goals of "|
will particlpate in 0-1 actlvities per week thru next
review" and "l will accept dally 1:1 visits by staff
thru. next review.”

The Care Plan approaches Included:

Current actlvity programs: Mass/Communlon,
Musle (used to play the Saxophone); current
events (somewhat), Binge; Dally visits by staff (
this Includes durlng resident care, therapy, activity
programs, meals etc.); encourage participation; If
| do not wish to talk with you, please sit and keep
me company; Invite dally to unit activities; Sit me
close to the TV/speaker/singer; Transport me to
activities as needed; Visits by famlly and friends.

2/5/15-E9's (Recreational Assistant) Quarterly
Note stated that R10 "stays In her room. She gets
occasional visltors. She walks with staff dally In
the hallways. Continue to follow CP (Care Plan)
goals and approaches", ,

Gy
ZF 3

for 3 consecutlve evaluatlons, then
weekly X 4 weeks until 100%
compliance then monthly x 2
months until 100% compliance.
Results will be brought to QAPI to
determine further monitoring.
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| activities and dining.

Continued From page 12

5/7/16-Annual MDS assessment indicated that R
10 was severely cognitively impaired, she did not
ambulate and was dependent of staff for all ADLS
that Included moving between locations In her
room and to and from off-unit locatlons, such as

5/7/15 ~ Annual MDS assessment indicated that
R10 was interviewed for Activity Preferences with
R10 as the primary respondent. R10 indicated
that It was very Important to her to listen to music
that she likes and to participate In rellglous
services. Also somewhat important was te:do
things with groups of people, to go outside-to get
fresh air when the weather is good and important
to do her favorite activitles.

There was no activity follow up quarterly note
found in R10's clinical record since 2/5/15.

During a tour on 9/16/15 at approximately 10:15
AM, R10 was observed In her room, In her geri-
chalr faclng the doorway, In a reclined position
with her legs elevated and eyes closed. R10 was |
alone and her room was located approximately 8
rooms away from the nursing station. R10 was
located next to the window and further away from
the doorway. The TV was not on,

9/17/15 at 10:55 AM-R10 was observed In her
room, alohe, in her reclined geri-chalr with her
legs elevated, and she was making mumbling
sounds with her eyes closed. The TV was hot on,

9/18/15 at approximately 10:45 AM and between
1:30 - 2 PM-R10 was observed in her room,
laying in her bed crying, with her eyes closed and
alone. The TV was not on. o

ety
pres

F 248

e
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9/23/15 at 11:35 AM, during an Interview with E9 (
Actlvity Asslistant), she stated the following:
Communion was given 3 Thursdays per month
and mass 2 times per month on the 2nd Tuesday
and the 4th Thursday of each month. R10's name
was given to the person who administered the
communion, but she was not sure if R10 recelved
communion or not as they (activity staff) did not
follow up and document the results of this
planned activity. E9 also stated that the 1.1 visits
were hot scheduled dally for each resident, they
are carried out whenever staff have a chance to
do them.

In addition, the facility was aware that R10 used
to play the saxophone. When E9 was asked If the
facility provided CD's of saxophone music for R10
to listen to, E9 stated no.

R10's actlvities dally Program of Attendance
Record ( Aprll 2015-September 22, 2015). .
Indlcated the following: O (blank) record of
attendance for muslo/entertalnment; 1 out of 12
for Chapel Service/Spiritual attendance; 3
attendances for Trivia/Dally Chronicle/Current
Events; 2 coffee chat; 1 movle; 2 chalrobics and
2 group games, There were 48 1.1 recorded staff
visits, and 3 family visits out of 175 days from
April 2015 - September 22, 2015 on R10's dally
Program of Attendance Record.

The facllity falled to ensure that R10 was provided
activities designed to meet her Interests and In
accordance with the comprehensive assessment
and plan of care.

This finding was discussed with E10 (Director of
Actlvities) and E9 on 9/23/16 at approximately 11.
35 AM and with E1 (ED) and E2 (DON) on 9/23/
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F 248 | Contlnued From page 14 F248| 1. All repairs were
15 at approximately 3:00 PM. completed after the survey: Room =.\
F 253 | 483.15(h)(2) HOUSEKEEPING & F253| 500 doorknob repalred, bathroom . é
ss=¢ | MAINTENANCE SERVICES wall repaired, door repaired, A

The facliity must provide housekeeping and
malntenance services necessary to maintaln a
sanitary, orderly, and comfortable Interlor.

This REQUIREMENT s not met as evidenced by
]

Based on obsarvations and Interview, it was
determined that the facility failed to have
housekeeping and maintenance services
necessary to maintain a sanitary, orderly and
comfortable Interlor for the main dining room and
20 (500, 501, 502, 510, 513, 600, 604, 605, 606,
607, 609, 611, 612, 613, 702, 706, 708, 710, 718,
and 717) out of 31 rooms reviewed. Findings
include:

Observatlons during the environmental tour with
E17 (Housekeesping Supervisor) on 9/21/15 from
2:00 PM - 2;40 PM revealed the following:

-Main DIning roam: dirty wall, missing and broken
celling tiles;

-Room 500; loose bathroom door knob,
bathroom wall in disrepalr, scraped bathroom
door on the Inside, peeled linoleum floor|ng:
-Room 501: scraped bathroom door on the
Inside, loose bathroom door knob;

-Room 502: dirty bathroom floor,

-Room 510: stained carpet,

-Room §13; scraped bathroom door (inside and
outslde), peeled paint on doorframe;

-Room 600: scraped bathroom door (inslde and
outside); ' '

-
flooring repaired; Room 501 \)/
bathroom door repaired,

bathroom doorknob repaired;
Room 502 bathroom floor cleaned;
Room 510 carpet cleaned; room
513 bathroom door repaired,
doorframe painted, room 600
bathroom door repalred; room 604
bathroom door repaired; room 605
bathroom door repaired, door
frame painted, bedroom door
repalred; room 606 paint repalred,
bathroom door repaired, electrical
outlet plate replaced, room 607
door and door frame painted,
room 609 closet and bathroom
doors painted, room 611 bathroom
door painted, celling tiles replaced;
room room 612 tollet paper holder
repaired, bathroom wall repaired,
doorframe painted; 613 doors and
door frames of closets painted,
bathroom door and frame painted;
room702 bathroom door and door
frame painted, wall In bathroom
repaired, new flooring was
installed; 706 lampshade replaced,
closet door cleaned, bathroom
door and frame painted, wall
painted; 708 overbed table
replaced, gerichalr was replaced;
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F 283 | Continued From page 16 \ F253| room 710- bathroom wall painted, ¢
-Room 604. scraped bathroom door (inside and over bed table replaced, room 716 . ,};*“
outside; ' overbed table replaced; room 717 - }2’
-Room 608: scraped bathroom door (inside and closet door painted, ceiling tile
outside, chlpped paint on doorframs, scraped wall laced. '
behind the bedroom door: replaced.
2. . All resident areas are at

-Room 606: pesling and cracked paint above
bathroom sink, scrapes on inslde and outslde of
bathroom door, cracked slectrical outlet plate;
-Room 607: scraped bathroom door and
doorframe (Inslde and outside),

-Room 609: scraped closet and Inside and
outside of bathroom doors;

-Room 811; chipped paint on inslde of bathroom
door, stained ceiling tiles, broken ceiling tlle;
-Room 612; loose tollet paper holder, unrepalred
wall under newly installed soap dispenser, inside
bathroom door and doorframe scraped and
pesled; J
-Room 613: doors and doorframes of closets
scraped, scrapes on inside of bathroom door and
doorframe; o
-Room 702; scraped Inside bathroom door and
doorframe, unrepaired wall near newly installed
tollet paper holder, very worn carpet,

-Room 706: bedside lampshade damaged, dirty
closet door, scraped outside bathroom door,
doorframe and wall;

-Room 708: cracked corner on over bed table,
torn leather on both arms of Gerichair;

-Room 710: scraped upper bathroom wall,
cracked corners and edges on over bed table,
-Room 716; cracked corhers and edges on over
bed table; and

-Room 717: scraped closet door, gaping celling
tile.

Findings were confirmed by E17 on the
environmental tour on 9/21/16 from 2:00 PM - 2
40 PM.

risk for thls deflcient practiceAll
other rooms were evaluated for
cleanliness and need of repalrs.
The findings are as follows and all
repairs were made- room 600, 602,
604, 609, 610, 613 all touch up
painted to walls, door and closet
door; room 603 closet door
painted; room 500 closet door
painted; 506 closet door trim
palnted; 500 hallway fixed light
fixtures and cleaned all overhead
fixtures; 700 door painted, 701
closet and bathroom doors
painted; 702 bathroom painted;
707 bathroom painted; 706
bathroom palinted and closet door;
708 bathroom painted; 716 wall
repalred in bathroom, door
painted, Facllity failed to have
housekeeping and malntenance
services necessary to maintain a
sanitary, orderly, comfortable

interior. All resident areas are at
risk for this deficient practice.

3, A knowledge deficlt was
identifled of the maintenance
workers on the proper way of
checking a resident room for
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F 253 | Continued From page 16 F 253 maintenance issues. Maintenance
o workers will be educated by the y
Findings were reviewed with E1 (ED), E2_ (DON) malntenance director on the A9
and E3 (ADON) on 9/23/15 during the exit proper way to conduct checks of a o 4
conference at approximately 4:20 PM. resident room. There was a }9’
F 272 | 483.20(b)(1) COMPREHENSIVE F 272 -
55=D | ASSESSMENTS knowledge deficit of the
a8 housekeeplng staff on proper
The facllity must conduct Inltially and periodically detail cleaning of a resident room.

a comprehensive, accurate, standardized
reproducible assessment of each resident's
functional capacity.

A facllity must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument (RAI) speclfied
by the State. The assessment must include at
least the following:

[dentification and demographic Information;
Customary routine;

Cognitive patterns,

Communication;

Vislon;

Mood and behavior patterns;

Psychosaclal well-belng,

Physical functioning and structural problems;
Continence;

Disease dlagnosis and health conditions;

Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medlcations;

Special treatments and procedures;

Discharge potential;

Documentatlon of summary Information regarding
the additional assessment performed on the care
areas triggered by the completion of the Minimum
Data Set (MDS); and

Documentation of participation in assessment.

Housekeepers will be educated by
the housekeeplng manager on
proper procedure for detall
cleaning a room,

4. The maintenance director
will conduct a sampling of 5
resident rooms for documentation
of work orders and completlon of
repalrs dally for 3 days until 100%
compliance Is achieved, then once
per week x 3 weeks untll 100%
compliance reached, then one
month later to ensure compliance.
Results will be brought to the
QAPI team to determine further
monitoring.
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F 272 | Continued From page 17 Fora| F272

1.a. Residents (R7) still reside at
the facillty. 3 day voiding dlary
have been completed, reviewed,
incontinence assessment '
completed, care plans and proper

Interventions In place. {
Y . 1.b. Residents (R12) still reside at "
This REQUIREMENT is not met as evidenced by the facllity. 3 day voiding diary ]’J")
Based on clinical record reviews and interviews, have been completed, reviewed,
it was determined that the facility falled to incontinence assessment
comprehensively and/or accurately assess two (R completed, ca're plans and proper
7 and R12) out of 34 Stage 2 sampled resldents. interventions in place.
The facility failed to comprehensively assess R7's 2.a. All residents who are
and R12's urinary incontinence upon admission Incontinent of bladder have the
andfor readmission to the facility. Findings potential to be impacted by this
Include: deficlency. The DON/ Designee

1. Cross refer F315 example #2 will review all identifled residents

R7 was admitted to the facility on 6/3/15 with voiding diary and Incontinence

diagnoses that Included dementia, BPH and assessments for completeness and

history of a CVA, accuracy. Care plans will be
reviewed and appropriate

The facility's admission Data Collection Tool, interventions discussed at IDT

da.ted 6/3/15, stated that R7 was alert and meeting.

oriented to person and place, that his short and 2.b. All residents who are

long term memory was Intact, and he was

i h
incontinent of bladder and used pads or briefs. Incontinent of bladder have the

potential to be impacted by this

A Bladder Incontinence Assessment, dated 6/3/ deficlency. The DON/ Deslgnee
16, was Incomplete. It falled to Identify will review all identified residents
contributing factors/diagnoses that could voiding diary and incontinence
influence R7's continence status, such as assessments for completeness and

dementia and urinary disorclers from the prostate. i
The section "Bladder Status" on page 1 vfas accuracy. Care plans V‘l’": -
blank, except for a notation that the buttocks had revlewed and appropriate
some redness. Pages 2 and 3 were blank. The interventions discussed at IDT
Summary portion of the assessment (page 3) meeting.

stated after review of the Bladder Incontinence
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I 272 | Continued From page 18 F 272 3. a. The facility failed to ensure
Assessment and the 3 Day Bowel and Bladder that 3 day voiding dlary and

Flow Sheet; a determination was to be made
whether the resident was a candidate for a
retraining program. Page 4, the "Bladder
Retraining Progress Notes," dated 6/3/15 stated,
v Alert and Orlented x 2 (to person and place),
Resldent stated somatimes he has accidents
Reslident Incontinent of bladder (occaslonally)
wears pull-ups and adult diapers (per resident)
No c/o pain during urination. Soft nondistended
abdomen. "

R7's clinical record revealed that although a 3-
Day Bowel & Bladder Flow Sheet (voiding dlary)
was dated to start at 12 midnight on 6/3/15 (
should have been dated 6/4/15), it was never
complated. The facility failed to ensure a volding
diary was completed and they failed to develop
an individualized tolleting plan based on the
volding dlary for R7.

The 6/10/15 admisslon MDS assessment stated
R7's dally declslon making skills were severely
Impalred and that he required extensive assist of
one staff for transfers and tollet use. The MDS
also stated R7 was frequently Incontinent during
the assessment period (6/4/15 through 6/10/15)
and there was no trlal of a toileting prograjm'.

Findings were reviewed with E2 (DON) on 9/22/
16 at 11:30 AM, ‘

The facillty falled to comprehensively assess R7's
urinary continence status on admission and they
falled to complete a volding diary.

2. Cross refer F316 example #1
R12 was admitted to the facility on 6/14/15 with
diagnoses that included diabetes mellitus,

Incontinence assessments were
completed and accurate. All new
and readmitted restdents will have
a 3 day volding dlary completed,
results will be reviewed at the IDT
meeting then incontinence
assessment will be completed if Py
resident is deemed as incontinent, ]?'
care plans will be developed with
appropriate Interventions. The
MDS /RNAC will communicate any
changes in urlnary Incontinence
when MDS assessments are
completed. Voiding diaries,
incontinent assessments, care
plans will be reviewed at the IDT
meeting. The DON/Deslgnee will
In-service nursing staff on the 3
day volding diary and Incontinence
assessment procedure. The
RNAC/MDS coordinator will be In
serviced by DON/designee to
report any changes In incontlnence
assessments to the DON/Designee.
3.b. The facility falled to ensure
that 3 day voiding dlary and
Incontinence assessments were
completed and accurate. All new
and readmitted residents will have
a 3 day volding diary completed,
results will be reviewed at the IDT
meeting then incontinence
assessment will be completed if
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hypertension, dementla and UTI.

R12's admlssion Data Collaction Tool, dated 5/14
/15, stated the resident was letharglc, had poor
declslon making, and R12's bladder function was
left blank. In the bladder function of this form, it
prompted the person fllling it out to complete the
required Bowel and Bladder forms If the resident
was Incontinent.

A four page Bladder Incontinence Assessment,
undated, was blank, except for R12's first and last
name, the attending physician, and the room
number, R12's assessment had no information
regarding the resident's current status, bladder
status, potentlal causes of incontinence, exams,
summary and whether R12 was a candidate for a
retralning program.

There was lack of evidence in the clinical record
that upon admisslon a bladder assessmentora 3
-Day Bowel and Bladder Flow Sheet (3-Day
Voiding Diary) was done. The facllity failed to
ensure a volding diary was completed and
analyzed in order to develop an individualized
tolleting plan.

The admisslon MDS assessment, dated 5/21/15,
stated R12 was moderatsly Impalred (declslons
poor; cues/supervision required). The same
MDS stated she required extensive assist of one
person for transfers and toilet use and was
frequently incontinent. Also this MDS stated R12
had a diagnosis of UT| within the last 30 days,
raceived a diuretic during the seven (7) day
review time period (5/16/15 through 5/21/16) and
was not on a trall tolleting program.

FIndings were reviewed with E2 on 9/22/15 at 11:

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS: | COMPLETION
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_ F212
F 272 | Continued From page 19 F272] care plans will be developed with

approprlate interventions. The
MDS /RNAC will communicate any
changes in urinary incontinence
when MDS assessments are
completed. Voiding diarles,
Incontinent assessments, care
plans will be reviewed at the IDT Py )
meeting. The DON/Designee will 1P
In service nursing staff on the 3 day |
volding diary and incontinence
assessment procedure. The
RNAC/MDS coordinator will be In
serviced by the DON/designee to
report any changes in Incontinence
assessments to the DON/Designee.
4.a. The DON/ Deslgnee will audlt
all new and re admissions for
3 day voiding diary an Incontinence
assessments for accuracy and
completeness weekly x4 until
100% compliance then random
audits x2 months, The resuits will
be brought to QAP! to determine
further monitoring.
4.b. The DON/ Designee will audit
all new and re admissions for
3 day volding diary an Incontinence
assessments for accuracy and
completeness weekly x4 until
100% compliance then random
audlits x2 months. The results will
be brought to QAPI to determine
further monitoring.

s
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The assessment must accurately reflect the
resldent's status.

A reglstered nurse must conduct or coordinate
pach assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

Each Individual who completes a portion of the
assessment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an Individual who
wllifully and knowingly certifies a material and
false statement In a resident assessment |s’
subject to a clvil money penalty of not more than
$1,000 for each assessment; or an Indlvidual who
willfully and knowingly causes another individual
to certify a material and false statement in a
resldent assessment Is subject to a civil money
penalty of not more than $5,000 for each
assessment,

Clinical disagreement does not constitute a
material and false statement.

the potential to be impacted by
this practice. The DON/ Designee
will review all residents’ medical
records to Identify any resident
with the diagnosis of MR. Any
resident identified with a diagnosls
of MR will have MDS assessments
reviewed by the RNAC to ensure
proper coding.

3, The facility falled to ensure
proper MDS coding and accurate
signing of the completion of MDS
assessments. There was
knowledge deficit of the social
service director who is not
employed by the facility at this
time on proper coding of the MDS
assessment sectlon, knowledge
deficit of the MDS coordinator to
ensure that MDS assessments are
slgned accurately on the
completion dates.

RNAC/ MDS Coordlnator, and new
Soclal service director will be in
serviced by the DON/Designee on

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
085031 B. WING - 09/23/20158
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2723 SHIPLEY ROAD
SHIPLEY MANOR )
WILMINGTON, DE 19810
o) 1D SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF GORRECTION 8)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENGED TO THE APPROPRIATR NEEININGY) | DATE
F278 ‘(—
" 1. Resident (R11) still resides at 3’
e $°'X'“”°d From page 20 F272|  ihefacllity. The RNAC has filed for| 4
A . a modiflcation to the MDS Y}’
‘ Ay t that was Incorrectly
The facility falled to comprehensively assess R12 assessmen
's urinary incontinence status on admission, failed coded °".11/ 4/14 under PASRR.
to complete a volding dlary and falled to analyze RNAC reviewed MDS for
the diary to develop an indlvidualized tolleting completion of R11's MDS and re-
plan, sign the attestation 10/21/15
F 278 | 483.20(g) - () ASSESSMENT ACCURACY/ F 278 2. All resldents residing at the
§5=D | COORDINATION/CERTIFIED facility with a MR Diagnosls have
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Continued From page 21 F 278 proper coding and signing of the /
This REQUIREMENT Is not met as evidenced by g metisioh - A
: completed. P
Based on record review and Interview It was 4. The MDS coordinator/ RNAC \¥
determined that for one (R11) out of 34 Stage 2 will audit 5 residents MDS
sampled residents, the facility falled to ensure the assessments to ensure accurate
accuracy of three MDS assessments, Findings coding and assessment completion
include: dates are accurate daily x 3 weeks
. untll 100% compliance then
A. R11's clinical record included a PASRR random audits one month later to

Assessment, dated 7/27/08 which stated, "...need :
for nursing facility services...assist ¢ (with) all ensure compliance. The results
ADL's and medical mgmt (management)....-, will be brought to QAPI to
Identification of possible Mental Retardation of determine further monitoring.
relatad conditions...indicate condition...mental
retardation & cerebral palsy...".

Review of R11's annual MDS assessment, dated
11/4/14, was Incorrectly coded as "0" (No) under
Preadmisslon Screening and Resident Review
and the facility falled to check any of the PASRR
conditions listed.

During an intervlew on 9/21/15 at 10:40 AM, E4 (
RNAC) confirmed the findings.

B. R11 had a quarterly MDS assessment
completed in July 2015, E4 verlfied and certlfled
with her slgnature that this assessment was
completed on 7/16/16, E40 (RD) and E45 (
Director of Rehabllitation) each signed that thelr
sections were complete on 7/18/18,

C. R11 had a significant change MDS
assessment completed in September 2015, E4
verifled and certified with her signature that this
assessment was completed on 9/7/15. E45
however, signed that two sections were complete
as of 9/8/15,
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REFERENCED TO THE APPROPRIATE DEFICIENCY)

§8=D

PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitatad under the laws of the State, to
participate In planning care and treatment or
changes in care and treatment.

A comprehenslve care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
Interdisciplinary team, that includes the attending
physiclan, a reglstered nurse with responsibility
for the resldent, and other appropriate staff In
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and perlodically reviewed
and revised by a team of qualified persons after
each assessment,

This REQUIREMENT Is not met as evidenced by

Based on record review and Interview, It was
determined that for four (R10, R11, R12 and R19)
out of 34 sampled residents the facllity falled to
revise the care plan to reflect actual care needs.
Findings Include:

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES ID
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG
F 278 | Continued From page 22 F 278
During an interview on 9/21/15 at 10:40 AM, E4
confirmed that she documented that all sections
were complete prior to other staff signing off thelr
sections and conflrmed that therefore her
attestation was not accurate,
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F 280

PROVIDER'S PLAN OF CORRECTION

(X8)
(EACH CORRECTIVE ACTION SHOULD BE CROSS- COM;A.%E;‘ION

5

[

F280
1. Resident 19 no longer resides at
the facility. Resldent R10 resides at -~
the facility. Resident R11 resides at }/\«’
the facility. Resldent R 12 resides )}/

at the facility. Resident R19, R10,
R11 and R12 care plans have been
reviewed and revised.

2. All residents residing in the
facility have the potential to be
impacted by this deficlency. All
residents who have diagnosis of
MR, incontinent of urine and are at
risk for falls will have their care
plans reviewed and updated to
reflect thelr current status.

3. The facility falled to update,
review and revise care plans.
There was knowledge deficit of
staff regarding accurate care plan
revlews and updates. Licensed
nurses, activities staff, Social
service director, MDS/ RNAC will
be In serviced by the
DON/Deslgnee on care plan
reviews/updates.

4, The DON/ Designee will review
5 resident’s care plans daily x 3
weeks for accurate care plan
reviews and update until 100%
compliance is reached then weekly
random audits x 3 weeks until
100% compliance Is reached.

The audits will be presented to
QAPI to determine further
monitoring.
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Contlinued From page 23

1. R19 had a care plan developed on 8/6/15 for
ESRD requlring hemodlalysis. A care plan
intervention stated to check the resldent's AV
fistula for bruit and thrill. Although R19 had an AV
fistula in the left upper arm, according to an
interview with a family member on 9/22/16 at 4:00
PM, the AV fistula was non-functioning (therefore
there would be no bruit or thrill) and It had not
been In use for approximately 4 to 6 months.

The facility falled to revise the care plan to feflect
that R19's brult and thrlll were not belng chacked
on the AV fistula. '

Findings were reviewed with E2 (DON) on 9/23/
15 at approximately 2:00 PM.

2. The facility pollcy, dated 9/25/14 and entitled, "
Process for Care Plan Development and
Communication" stated, "...Once the
Interdisclplinary team determines a significant
change has occurred, the resident plan of care
should be updated...”.

During an observation on 9/17/15 at 9 AM a driver
from DART transportation requested to take R11
to his Adult Day Care Program. E2 Informed the
driver that R11 had "not been going lately" and
was "on hold Indeflnitely" at this time.

R11's care plans Included a care plan, dated 8/11
/14 and entitled, "...Actlvities...

Activity needs related to having limited mobiliity
and he goes out to an Aduit day care program
Monday thru Friday" which included il
documentation dated 1/23/16 to "...Continlue as
Above", b

F 280
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Continued From page 24

R11's activity notes, dated 8/26/15 stated, "...will
contlhue to go back to the Adult day program
once he is feeling well again...",

R11's social service notes, dated 9/1/16 stated,
" .Due to his current fracture he hasn't been to
the day program...”,

During an interview on 8/21/15 at 9:06 AM,
findings were discussed with E2, E2 stated that R
11 was readmitted to the facility on 8/21/15 with a
femur fracture and that R11's attendance at the
Adult Day Care Program was "on hold" until the
follow up with his doctor to determine iffwhen he
would resume attending the Adult Day Care
Prograrm. E2 disputed the documentation that R
11's care plan was last reviewed on 1/23/15 and
showed thls surveyor a cover sheet to R11's care
plans, entitied, "Evaluation of Care Plan". It stated
the last "Review Date" was 9/7/15 and it was
Initialed by E4 (RNAC). Although E2 confirmed
that R11's activity care plan had not been revised,
he stated that this page indicated that "all* of R11
's care plans were last reviewed and updated on
9/7/18.

During an Interview on 9/21/16 at 10:40 AM, E4
was questioned regarding her Initlals and the
documentatlon on 9/7/15 that R11's care pians
were "Reviewed and updated" by her. E4 denied
reviewing or updating R11's activity care plan. E4
stated that she was instructed "by the ADON to
slgn thal care plans were reviewed and updated".
E4 stated she does not review and revise the "
activity, nutrition, therapy or soclal service care
plans'. E4 stated that other departments were
responsible for reviewing/revising these care
plans. E4 stated that she completed R11's

F 280
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' Continued From page 25

Slgnificant Change MDS, dated 8/1/15 and then
Informed this surveyor which of R11's care plans
she revlewed. E4 confirmed that none of the care
plans she reviewed were documented Individually
that they were reviewed by her. E4 also
confirmed that her documentation on the "
Evaluation of Care Plan" sheet was hot accurate,
as It did not list which care plans she actually
reviewed. E4 conflrmed that the facllity failed to
review and revise R11's activity care.plan and
agreed that her documentation was not aqsyrate.

Findings were discussed with E2 during ah
Interview on 9/21/15 at 12:38 PM. E2 statad when
he read that the care plans were updated...he
belleved from that documentation that all of the
care plans were reviewed and revised. E2 denled
being aware that E4 only reviews certain care
plans and not all. The facllity falled to review and
revise R11's activity care plan regarding his
attendance at the Adult Day Care Program which
had been on hold since hls return to the facikity on
8/21/16. Addltionally, the facllity failed to
recognize It had a system fallure with regard to
ensuring that all resident's care plans were
reviswed and revised. .

3. On 5/26/15 a urinary incontinence care plan
was developed for R12. It was reviewed and
updated on 8/14/15. Approaches included:
incontinence care as needed after each episode
of Incontinence, monitor for Increased eplsodes
of incontinence, and one person assistance with
tolleting. In the same care plan an approagh was
yellowed out (dlscontinued) that stated, "Tallet/
check/change resident upon rising In AM, before
& after meals, at bedtime and every 2 hours

F 280
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approach to "check and change q round (usually
every 2 hours) and PRN" was implemented, as it
was undated.

Although the facllity reviewed and updated R12's
urinary incontinence care plan on 8/14/16, they
failed to update the care plan to reflect that R12
was hospltalized in the month of July for a UT|,

Findings were reviewed with E2 on 9/22/16 at 11:
12 AM.

Cross refer to F323, example 1

4, R10 had a care plan entitled "Potential for
injury related belng (sic) a fall risk due to
decreased mobility, decreased cognltion/lack of
safety awareness, eplsodes of anxiety/behaviors,
hx of falls, medication and adi decline" with
review dates of 12/1/14, 2/12/15, 4/30/15,'5/9/15
and 11/21/15. The stated goal was that she would
have no Injury related to a fall thru the next review
. The care plan approaches Included: administer
medication per order, ensure foot wear has non-
skid soles, keep bed In lowest position safest for
me, keep call bell In reach encourage to use prn,
Therapy evaluation/screenftreat, tollet/
incontinence care every round and prn, Transfer
with 1 assist, mechanical lift x 2 assist, bed and
chair alarms, hipsters, and fall mat,

Record review revealed that R10 had
unwitnessed falls on 12/1/14, 4/29/16 and 6/13/15

While the facllity Identified that R10's 3 falls were
unwithessed while in a gerl-chalr, the facility failed
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durlng the night". Handwritten and undated was O
an approach that stated, "Check and change q Y
round and PRN." It was unclear when the 14
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interventions to include R10's need for adequate
supervision to prevent fall with injury. In an
unwitnessed/unsupervised fall on 8/5/15 R10
sustalned a hip fracture.

Findings were discussed with E2 and E16-(
Regional RN) on 9/22/15 at approximately-3:00
PM. ot
F 300 | 483.26 PROVIDE CARE/SERVICES FOR : F 309
ss=D | HIGHEST WELL BEING

Each resldent must receive and the facility must
provide the necessary care and services to attaln
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT Is not met as evidenced by

Based on observations, record review and
interview, It was determined that the facllity falled
to provide the necessary care and services to
attaln or maintain the highest practicable physical
well-belng, in accordance with the plan of care for
two (R19 and R26) out of 34 Stage 2 sampled
residents. The facility falled to provide the correct
foods, according to dietary restrictions for R19,
who was on a Modified Renal Diet, and falled to
Implement the bowel protocol for R28 according
to physiclan's orders, Findings Include:

1, According to the "Simplified Diet Manual,

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
F309
F 280 | Continued From page 27 E 280 1, a. Resldent R 26 resides at the
to revise the care plan to Identify the problem of R facility. Resident R 26 remains S
{0's actual el and el b A stable, bowel assessment was &4
completed 9/24/15.

1.b. Resident 19 no longer at the
facllity, discharged 10/1/15.
Dietary staff was notified of the
resident’s renal dietary restriction
and orange juice was no longer
provided.

2.a. All residents are at risk for this
practice. An audit of all residents
past 2 weeks of BM records will be ;3’
completed to Identify any resident ) },;}'4
who did not have a BM in 3 days.
Those residents who were
identified will have a bowel
assessment completed.

2.b. Residents on a renal diet are
at risk for this practice. The
dietitian will review all dietary
restrictions to identify any resident
on a renal diet. The dietary staff
was notified of those identified so
that orange Juice will not be
offered,

3.a. The facility failed to follow the
BM protocol. Licensed nursing
staff will be in serviced by the
DON/Designee on the facility’s BM
protocol and how to obtain the
information. The DON/Designee
will run daily report on the
residents triggering for no BM'Sin
3 days and follow up with the

licensed nurses to ensure that
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the facliity, the Modifled Renal Diet was usually
[Imited in potassium to avoid dangerous levels
that could causs heart problems. The manual
stated, "The following steps will decrease
potassium for the Modifled Renal Diet: Substitute
cltrus, prune, tomato, and vegetable juices with
cranberry, apple, or other lower potasstum Julce

s

R19's admission orders, dated 7/28/15, Included
an order for a Modifled Renal soft Dist.

A care plan for alteration in nutritional status,
dated 8/3/15, included the approach, "diet as
ordered mechanical soft/modified renal."

Observations of R19 on 9/17/15 at 8:25 AM and 9
/221156 at 8:562 AM revealed R19 eating breakfast,
On both of these days, R19 was observed to
have been served and drank 6 ounces of grange
juice (citrus). Do TR

The facllity failed to follow physician's orders for a
Modifled Renal Diet when R19 was served
orange Juice on 9/17/15 and 9/22/15 during
breakfast.

Findings were reviewed with E2 (DON) on 9/23/
16 at approximately 2:00 PM.

2. Review of the undated facility "Bowel Protocol”
stated, "If no bowel movement in 3 days give 30
mi of MOM. 2. If no results In 16 hours give 2nd
dose of 30 ml of MOM...".

R26 had a care plan, dated 12/17/13, entitled, "
Potential for alteration in Bowe! related to

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENGCED TO THE APPROPRIATE DEFICIENCY) DATE
F 204 ‘)/
F 309 | Continued From page 28 F 309 proper facillty protocol has been ,},’i“
Eleventh Edltion," published 2012, and utilized by followed., )9«

3.b. The facility failed to follow the
recommended renal diet
restriction by providing orange
Julce to a resident on a renal dlet.
The dietitian wlll In-service the
dletary staff on the renal diet
restrictions. No other residents
were on a renal diet. The lead staff
member of the dietary staff will
inspect all renal diet breakfast
trays to ensure that orange julce Is
not on the trays.

4.a. Audit will be done of the dally
report twice a week by the DON/
Deslgnee x2 weeks until 100%
compliance, then weekly x2 weeks
until 100%, then monthly x2
months until 100%.

The results will be present to QAPI
to determine further monitoring.
4.b. The dietary director/designee
will audit the breakfast tray

delivery twice a week x 2 weeks

* untll 100% then weekly x2 weeks
then monthly x2 months until
100%. The results will be present
to QAP! to determine further
monitoring.
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Continued From page 29

Parkinson's Disease, Medications, Constipation"
with approaches that included: "Administer
medlcation per...order...Monltor for and document
g shift for BM's; Monitor for s/s constipation
shift, L.e...abd (abdominal) distentlon, abd pain/
cramps, n/v, diarrhea, decreased po intake".

Review of R26's Care Tracker bowel records
from 8/23/15 through 9/22/15 revealed that R26
had no BM's from 8/29/15 shift 1 through 9/2/15
shift 2; (14 shifts), from 9/3/15 shift 1 through 9/
10/15 shift shift 1 (22 shifts), and from 9/16/16
shift 1 through 9/19/15 shift 2 (11 shifts).

Revlew of R26's August and September 2015
Physlician's Order Sheets stated, "Milk of
Magnesia...30 ml by mouth dally if no bowel
movement In 3 days".

R26's August and September 2015 MARs lacked
evidence that R26 was administered MOM as per
R26's care plan, physician's orders and the
facility's bowel protocol.

Revlew of R26's NN's revealed that the last
nurse's note was written on 8/11/15. There was
no evidence of bowel assessments or MOM
administered as ordered.

During an interview on 9/22/16 at 3:28 PM, E3 (
ADON) stated there was no minimum
requirement for NN's on Long Term Care
residents, "charting is done by exceptlon®,

During an Interview on 9/22/2015 at 3:63 PM,
findings were discussed with E2 and E3, E2
confirmed there was no evidence that the BM
protocol was followed, no evidence that MOM
was administered as ordered and per the plan of

F 309 ))/

45
o
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who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinlcal conditlon demonstrates that
they were unavoldable; and a resident having
pressure sores recelves necessary treatment and
services to promote heallng, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced by

Based on observation, record review and
interview, It was determined that for one (R62)
out of 34 Stage 2 sampled residents, the facillty
failed to provide the necessary treatment and
services to prevent pressure ulcers from
developing. The facility falled to: consistently
implement a turning and repositioning program
for a resldent who was Identlfied at risk for
developing pressure ulcers; falled to identify an
area of pressure untll it presented as DTl In
gvolutlon; and falled to consistently follow policy
and procedure and the plan of care after the DTI
was Identifled. Findings include:

interventions were needed.

1.d. R62 weekly wound notes
were reviewed and are completed
In the timeframe as per policy.
2.a. All residents Identified as
moderate to high risk by their
Braden risk score are impacted by
thls practice. A review of all
residents Braden risk scores will be
conducted By the DON/Desighee
to Identify resldents at moderate
to high rlsk for pressure ulcers.
Identified residents will be
reviewed at IDT meeting to
determine If treatments and care
plan interventions are appropriate.
2.b, All resldents have the
potential to be effected by this
practice. An audit of all residents’
weekly skin sheets will be
completed to identify any missing
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1.a. Resident 62 remains stable in -)/
F 309 | Continued From page 30 F 309 the facility wound has been : /b/\
care and there was no evidence of any NN after 8 evaluated by MD with appropriate ]7’
111/15 to Indicate if any assessments were done treatments ordered. R62 placed '
per the bowel protocol when R26 failed to have a on a turning and reposltioning
BM In more than 3 days. ‘ program. The program has been
added to the TAR. Nurses will
Findings wers reviewed with E1 (ED), E2 (DON) document thatR62 has been
and E3 (ADON) on 9/23/15 during the exit positioned.
conference at approximately 4:20 PM, 1.b. Resident R62 had a full body
F 314 | 483.25(c) TREATMENT/SVCS TO PREVENT/ F314|  Skincheck to determine any
ss=G | HEAL PRESSURE SORES further breakdown. There was no
further skin break down on R62.
Based on the comprehensive assessment of a 1.c. Dietitian evaluated R62
resident, the facility must ensure that a resident nutritional needs and no further y\f
4

Jo
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Any resident identified willhavea | 1
The facllity policy titled "Skin and Wound 4
Management Program Overview," revislon date 3/ full b.Ody skin check to identify any ‘}/}
10/15, stated, "1.0 Purpose...The resldent does skin issues. '
not develop pressure uicers unless clinically 2.c. All residents recelving
unavoidable and the facllity provides care and supplements are at risk for this
services to; Promote the prevention of pressure practice. Residents receiving
ulcer development...3.0 Procedure...all residents supplements will have their MAR's
will be screened to determine thelr risk of reviewed for missing
development of pressure ulcers using the Braden documentation by DON/deslgnee.
Scale Risk Assessment...2. Any resident The residents identifled will be

Identified at risk for development of pressure
ulcers, as Indicated by Braden Scale Risk
Assessment score of 18 or less, will have the

evaluated by the dietitian for
further recommendations.

Initial Plan of Care initlated by the admitting 2.d. All residents are being seen
hurse, to minimize the risk of developing a on weekly wound rounds are at
pressure ulcer...4, A visual 'head o toe' skin rlsk from this practice. A review of

review wilt be performed at least weekly by a
Certified Nursing Assistant (C.N.A.)...Results will
be verified and documented by a licensed nurse...

the past monthly weekly wound
round notes to determine If any

Whenever a new wound Is identified, a licensed documentation falls outside the
nurse will complete a comprehensive evaluation, timeframe.

and document the findings on the Initlal Wound 3.a. The facllity allegedly failed to
Review Form...7. ALL WOUNDS willl be Identify a pressure area before it
monitored dally, as required by a licensed nurse, evolved Into DTI. Residents

with documentation on the Daily Wound Review identified as moderate to high risk

form...8, All wounds wlll be monitored at least
weekly by a llcensed nurse during wound rounds,
with documentation on the Weekly Wound
Progress Review form...14...For a pressurg ulcer

for pressure ulcers will have a
turning and repositioning program
developed to meet their individual

to be considered 'unavoldable', the followiny needs. Nursing staff will be
criterla must be met:..c. Implementation and provided with educational
deflned interventions consistent with resident resources on the prevention and
needs and standards of practice...” early detection of pressure ulcers.
Admission and quarterly Braden
The User-Service Manual Joams Support : risk assessments will be reviewed

Surface Calr APM, 2010, states, “...Optlonal
Accessorles...Integrated CalrRails risk
management side air bolsters--two-Inch side
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mattress...Nursing Procedures...Minimal amount
of padding between the patient and bed for
optimum performance...General Repositioning:
Patlents should be turned and repositioned per
indlvidual turning schedule or per facllity pollcy..."

The NPUAP Prevention and Treatment of
Pressure Ulcers: Quick Reference Guide, Second
Edition published 2014, states "...Frequent
assessment of the Individual's skin condition will
help to identify the early signs of pressure
damage and, as such, her/his tolerance of the
planned repositioning schedule. If changesin skin
condition should occur, the repositioning care
plan needs to be re-evaluated...Addltional
Recommendations for Indlviduals with Existing
Pressure Ulcers: 1. Do not position an Individual
directly on a pressure ulcer, 1.1 Position the
individual off area(s) of suspected deep tlssue
injury with intact skin...Pressure reduces
perfusion to [njured tissues. Continued pressure
on an exlsting pressure ulcer will delay healing
and may cause additional detericration, 2.
Continue to turn and reposition the Individual
regardless of the support surface In use...No
support surface provides complete pressure rellef

R82 was admlitted to the facility on 9/27/13 with
diagnoses that Included a history of CVA and
dementia.

R62 had a care plan, developed on 10/8/13 and
last revised on 9/8/15, for the problem, "Potentlal

for alteration in skin Integrity related to decreased
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ntinue a g
N fom page F 314 will be discussed at IDT meeting for|
bolsters that inflate on both sides of the patlent . i nd care '
i appropriate interventions a '
along the mattress edge to provide additional U d nursing staff will be 5
support and to provide a gentle reminder to the plan. License eto A
patlent that they are near the edge of the in serviced by DON/ Designee a

on the procedure for residents
identified as at risk for skin break
down; turning/repositioning
program and use of Braden scale.
3.b. Facllity failed to document the
completion of weekly skin checks.
The supervisors will review all skin
checks that are due on their shift
ensure the documentation has
occurred. The DON/designee will
in-service licensed nurses and
supervisor on the weekly
documentatlion of skin checks.
3.c. Facillty failed to document the
consumption of a nutritional
supplement. Licensed nurses will
exchange MAR’s with other
licensed nurses for review to
ensure approprlate document of
nutritlonal supplement.
DON/designee will in-service
licensed nurses on the exchange of
MAR
3.d. The facllity falled to meet the
timeframe of weekly wound notes
due to the wound nurse being on
vacation. The facllity will have a
back-up nurse for when the wound .
nurse is not avallable. The
DON/deslgnee will in-service the
wound nurse to ensure the nursing
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mobllity, Incontinence with brief use, fluctuating
Intake, restlessness, medications." The care
plan's approaches included to document
abnormal findings and notify MD/RP, encourage/
assist to T&R ¢ round and prn, mattress and W/C
cushion -see care card, offload heels as needed,
and weekly skin checks/dally observatlon of skin
by direct care staff.

The clinical record revealed a physiclan's order,
dated 3/30/15, for R62 to be on Comfort Care. A
second physlclan's order, dated 6/4/15, stated
that weights were no longer to be obtained.

A Braden Scale, dated 6/6/15, revealed R62
scored "15" identifying him as being at risk for
developing a PU,

The annual MDS assessment, dated 6/12/16,
stated R62's daily declslon making skills were
severely Impaired; he required extensive assist of
one staff for bed mobillty, dressing, toilet use and
hygiene, and extenslve assist of two (2) staff for
transfers. The MDS stated R62 was at risk of
developing a PU, he had no current or unhealed
PU, a pressure reducing device was In use for
bed and chalr, and he was not on a T&R program

"

Review of the Waekly Skin Check sheets
revealed that on 8/4/15, 8/18/16 and 8/25/1%
there were "no open areas present." There was
no evidence that a weekly skin check was
completed on 8/11/15. The facllity falled to follow
R62's plan of care and failed to provide the
necessary services.

An undated CNA Kardex/care card did not list the

use of any pressure reducing device for the bed
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leadership know of their unable to
F 314 | Continued From page 33 F 314| complete weekly wound notes.

4.a. Braden risk evaluations will be
audited weekly and be reviewed {
By DON/Designee for A
completeness, accuracy and P
identifying changes x4 weeks untll }9’
100% compliance, then monthly x
2 months until 100% compliance. .
Random weekly audits will be
performed for residents who are
having turning/ repositioning
programs x 4 weeks until 100%
compliance then monthly x 2
months until 100% compliance.
Results will be brought to QAPI to
determine further monltoring.

4,b Weekly audits of residents
recelving weekly skin checks X 4
weeks until 100% compliance, then
monthly audits X 2 months until
100% compliance. Results would
be brought to QAP! to determine
further monltoring

4,c. Weekly random audits of 10%
residents receiving nutritional
supplements x2 weeks until 100%
compllance, monthly x2 months
until 200% compliant. Results will
be brought to QAPI to determine
further monitoring.

4.d. Weekly audit of weekly
wound note to monitor for
timeliness x2 weeks untii 100%
then monthly x2 months until
100%. Results will be presented to
QAPI to determine further
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Continued From page 34

and/or chalr and stated R62 was "Independent"
for bed mobility. Additionally, the Kardex did not
Identify any T&R schedule, nor did it mention a

need to offload R62's heels.

Raview of the electronlc ADL Flow Sheet Log
from 8/20/15 through 9/3/15 revealed R62
required extenslve asslst to total dependence on
one (1) to two (2) staff for bed mobility.

Review of the electronlc "Turn and Reposltion
Detail Report" from 8/20/15 through 9/3/15
revealed that on 66 occasions when charting was
done, on only 11 occasions was it documented
that T&R was completed. All other entries stated,
"Activity Not Required."

Review of the electronic CNA ADL sheet and the
TAR from 8/1/15 through 9/3/15 lacked evidence
of any offloading of R62's heels and/or feet,

The Behavior/Intervention Monthly Flow Record,
which monitored R62's combative behavior with
care, revealed no evidence of combative behavior
from 8/22/15 through 9/3/15. Additionally, review
of NN's from 8/11/15 through 9/3/16 revealed only
one (1) documented episode of combative
behavior and refusal of care on 8/11/15 at 3:30
AM.

Review of the clinical record revealed an order,
dated 8/31/15, for R62 to receive SLP services
for difficulty swallowing. A SLP evaluation, dated
9/1/15 stated R62 was "referred to therapy due to
reports from nursing of swallowing difficulties
during meals for 2 weeks...presents with welght
loss, persistent coughling...Patient will be
downgraded to mechanlical soft (diet) and honey
thick liquids (honey consistency)..."

F 314

Y
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An order, dated 9/1/15, stated for R62 to receive \7’ e

Ensure plus 120 cc twice a day due to decreased
meal Intakes, Review of the MAR from 9/2/156
through 9/9/15 revealed R62 was accepting 60-
100% of the Ensure twice dally, except on 9/8/15
when the 8:00 AM dose was not signed off as
given.

A Weekly Skin Check, dated 9/1/15, noted
redness on the buttock area.

A NN, dated 9/3/16 and timed 6:45 PM, stated, "
Resident noted ¢ redness on L ankle resulting
from pressure when laying in bed, Tx order
written to apply skin prep on B/L ankles and also
to offload BLLE while In bed. Supervisor notlfied."

An Initlal Wound Evaluation, dated 9/3/15, stated
that a wound was Identified on the lateral ankle (
did not state right or left), was a suspected DTI
and measured 1.5 cm (length) by 1.5 cm (width)
with no depth. The sheet also stated that skin
prep was ordered, a pressure rellef mattress was
In place, and the goal of treatment was
Improvement of the wound.

Physiclan's orders, dated 9/3/15, stated "Iqw alr
loss mattress; skin prep to L lateral anklé.q shift;
turn and reposition g 2 hours; offload bllateral
heels with plilow when in bed as tolerated, and
skin prep to bllateral heels g shift while In bed as
tolerated."

Review of the TAR from 9/3/15 through 9/23/18
revealed staff signed off that R62's heels were
offloaded while In bed as tolerated.

On 9/4/15, a physiclan's order stated, "No shoes
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A physiclan's order was written on 9/4/15 to
obtain a Prealbumin level. Results of this blood
tast revealed R62's value was below normal at 14
A (normal limits: 18.0-38.0 MG/DL).

On 9/4/15 a quarterly Data Collection Tool was
completed which stated R62 was dependent on
staff for all ADLs, including bed mobility.

A physician's progress note, dated 9/4/15, stated
"Asked to see pt to F/U +...debllity. + new wounds
. (Decreased) PO intake...DTI LLE. PT screen...
add ensure, comfort care..."

A nurse's note, dated 8/5/15 and timed 8.45 PM,
stated "On 9/3/15, during routine rounds, | noted
a reddened area on residents L ankle, Resident
was laying In bed. At assessment, determined the
redness was from pressure on L. ankle. Site Is
clrcular In shape with a diameter of 1.6 cm. Skin
prep applied and BLE elevated. Supervisor on
duty was notifled and also did an assessmen W

The Weekly Wound Progress Note, dated 917115,
stated the wound was located on the L lateral
malleolus, was a DT! and measured 1,9 cm by 1,
4 cm with no depth. The summary stated, "...skin
prep per MD order,..on low alr loss mattress, (no)
shoes. B/L heels offloaded In bed as tolerated..."

A Weekly Skin Check, dated 9/8/15, failed to
identify the DTI on the L lateral malleolus.

On 9/8/15 the potential for alteratlon In skin
integrity care plan was revised to include the
approaches "skin prep to bilateral heels and
lateral ankles, low alr loss mattress and turn and
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reposition as indicated."

A Physlcal Therapy Plan of Care, dated 9/9/15,
stated that according to R62's current lavel of
functlon, he required moderate assistance of two
staff for rolling side to side while in bed and that
he had impaired sensation to the BLLEs.

A physician's order, dated 9/9/15, stated to
Increase the Ensure to four tlmes aday and to
add Prostat 30 ml twice a day.

A 9/9/15 significant change MDS assessment
stated R62's dally decision making skills were
severely impalred, he required extenslve asslst of
two (2) staff for bed mobility and currently had a
suspected DTl in evolution.

The Weekly Wound Progress Note, dated 9/11/
15, stated the wound measured 2.0 cm by 1.4 cm
with no depth. The summary stated, "Wound L
lateral malleous (sic) Intact, 100% purple DTl ¢
blister formation noted. N/O to begin today for
Marathon liquid Q 3 days..B/L heels intact and
offloaded ¢ pillows..." ,

On 9/11/15 a care plan for Pressure ulcer DT left
lateral malleolus was developed. Approaches
included "keep pressure off area(s) as able.”

Review of the 9/14/16 TAR lacked a signature
signlfying that Marathon liquid was applied as
ordered.

The 9/15/15 Weekly Skin Check noted "pressure
area unopened" on the L lateral malleolus.

The 9/19/15 TAR lacked evidence of Ensure and
Prostat belng glven as ordered on the 7 AM to 3

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
F 314 | Continued From page 37 F 314 §

24

FORM CM8-2667(02-99) Previous Verslons Obsolate Event ID: KLSN11

Faclilty D: DE00210 If continuation sheet Page 38 of 82



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/18/2015
FORM APPROVED
OMB'NO, 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
086031

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A. BUILDING COMPLETED
C

B. WING 09/23/2015

NAME OF PROVIDER OR SUPPLIER

SHIPLEY MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
2723 SHIPLEY ROAD
WILMINGTON, DE 19810

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED.BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X6)
(EACH CORRECTIVE ACTION S8HOULD BE CRO8S- | COMPLETION
REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

F 314

Continued From page 38
PM shift (2 doses Ensure, one dose Prostat),

The 9/22/15 Weekly Skin Check noted "dark area
"“on the L lateral malleolus.

The facllity did not complete the next Weekly
Wound Progress Note until 9/23/15, 12 days
later, instead of weekly, as per the care plan and
facllity policy. The 8/23/15 Weekly Wound
Progress nota stated to continue with Marathon
liquld per MD order, offload heels as tolerated,
continue on low alr loss mattress and that the DT
measured 1.0 cm by 0.5 cm with ho depth.

The following observations/Interviews were made:
- 9/17/15 at 8:22 AM - lylng on bed on back
sleeping, both heels directly on mattress, not
offloaded.

- 9/17/15 approximately 9:16 AM - - lying on back,
head of bed at 45 degrees, heels dlrectly on
mattress, not offloaded.

-9/17/15 at 11:356 AM - lying In bed on back,
heels in direct contact with mattress with Ieft side
of foot in contact with the bolster part of the
mattress and both great toes are pressed up
against the bed's footboard.

- 9/22/165 at 4,23 PM - lying in bed sIIghtly turned
to left side, head of bed raised at 45 degrees,
both feet on pillow with the left malleolus In direct
contact with the pillow; observed moving right foot

- 9/23/15 at 8:39 AM - observed both feet with E
22 (LPN); has pillow under lower legs, but heels
are In direct contact with mattress, E22 confirmed
heels were not offloaded and stated "yesterday
he had two plllows to offload."

-9/23/15 approximately 11:00 AM - In an Interview
with E23 (RN/WCC) when asked why the weekly
wound progress note was not done from 9/11/15

F 314
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Continued From page 39

untll 9/23/15, E23 stated she was on vacation last
week and "someone was supposed to be
assigned to do It."

-9/23/15 approximately 1:00 PM - observed E3 (
ADON) and E23 In R62's room; spoke with them
regarding the lack of offloading of the heels, E3
stated that there was no need to offload R62's
heels as he was on a low air loss mattress.

During an Interview on 9/23/15 at approximately 2
:30 PM, findings were reviewed with E2 (DON), E
3, and E16 (Reglonal Nurse Consultant), E2
stated that the DTI was caused by R62's shoes,
that they found it because they were checking the
resldent's skin and they developed interventlons
right away. E3 stated that a low alr loss mattress
was offloadlng and she had been a wound care
nurse previously. E2 then shared the facllity's
Unavoldable Pressure Ulcer Quality Improvement
Tool, dated 9/7/15. This too! stated the following:
- R62's risk factors included "Impaired/decreased
mobllity and decreased functional abllity," and "
Resldent refusal of some aspects of care or
treatment.”

- "The following Interventions were inltlated to
address the resident's risk factors prlor to,
development of a pressure ulcer; T&R, pressure
reducing mattress, 2 person assist in bed;

- Narrative Summary; appears that resident
shoes caused alteration to ankle, Alteration very
conslstent with where shoes pressed. No shoes
to be worn currently, non skid socks, Tx and low
alr loss mattress."

E2 provided R82's shoes for observatlon to the
surveyor, They were Alr Monarch sneakers, The
inner lining on the left lateral sneakers was
observed with a soft cushioned lining, ~

Although R62 was Identlfied as being at risk for

F 314
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F 314 | Continued From page 40 F34| L Resident 12 and resident 7 AN
developing pressure ulcers, the facllity falled to remain stable and contlnue to W’ 4
consistently follow a turning and positioning reside at the facllity. 3 day voiding

schedule for this resident who required diary and bladder Incontinence
asslstance from staff for bed mobllity and they assessment completed for both
falled to offload his heels according to the care residents. Care plans developed |
plan. There was no evidence that R62 refused and proper interventlons in place
these interventions for the two weeks prior to to prevent UTI's and to restore as
Identification of the DTI. Desplte the care plan much normal bladder function as
approach for dally observations of skin by direct ibl
care staff, R62's PU was not Identified until it was possibie.
a DTl in evolution. The facllity failed to complete 2. All residents whoare
waekly, accurate skin checks, they falled to incontinent of bladder are at risk
administer supplements as ordered, and they from this practice. All residents
falled to complete a Weekly Wound Progress who have been ldentified as
Note. Additlonally, the facillty failed to correctly Incontinent of bladder will have a 3
ofﬂoa]d the left lateral malleolus after the DT was day voiding diary completed.
identifled. The DON/ Deslignee will review the
diary and incontinence assessment
Findings were reviewed with E1 (ED), E2 and E3 for completeness and accuracy.
(ADON) on 9/23/15 during the exit conference at The care plans will be reviewed
approximately 4:20 PM. and Interventions discussed at IDT

F 316 483.25(d) NO CATHETER, PREVENT UT], F 315 meeting,

§5=G | RESTORE BLADDER 3, The facility allegedly failed to _{,/
Based on the resident's comprehensive sy thal thie Sfday Yeldined any ; 8?"’['
assessment, the facility must ensure that a and Incontinence assessment were v
resident who enters the facility without an completed and accurate. All new
indwelling catheter Is not catheterlzed unless the and re admisslons will have a 3 day
resident's clinlcal condltion demonstrates that volding diary completed. Once the
catheterizatlon was necessary; and a resident 3 day volding diary Is completed
who Is Incontinent of bladder recelves approprlate the results will be reviewed at IDT
Itr?atr?ent and services to prevent urinary tract meeting to determine need for
fﬁ:&?gﬁ;:gﬂé:'gf:mm as much normal bladder further assessment ano.l develop a

care plan with appropriate
interventions. MDS coordinator
This REQUIREMENT Is not met as evidenced by will communicate any changes in
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: when MDS assessments are : \?

Based on clinical record reviews, interviews, and
review of facllity documentation, It was
determined that the facllity falled to ensure that 2
(R7 and R12) out of 34 Stage 2 sampled
residents, who were incontinent of bladder
recelved the approptiate treatment and services
to prevent UTls and to restore as much normal
bladder functlon as possible.

For R12, the facllity failed to:

- assess R12's urinary status twice, upon
admission and readmission;

- Failed to develop a care plan that identified
potential causes for a UT| after R12's
hospitalization;

- Failed to implement a 3 day volding dlary on
admission, readmisslon, and when there was a
decline in R12's urinary status;

- Falled to comprehensively assess R12's bladder
incontinence on admisslon and after the 8/12/15
quarterly MDS revealed a decline In bladder
function;

- Failed to Identify that R12's bladder function was
not recorded by the CNA's 6 times in July;; .

- Falled to Identify, reassess and respend to R12
's increase In urlnary Incontinence for
approximately five (5) months (May 14, 2016
through September 17, 2015).

For R7, the facillty failed to:

- accurately and comprehensively assess R7's
urlnary continence status upon admisslon;

- Falled to complete a 3-day voiding diary;

- Falled to develop an indlvidualized toileting plan;
- Falled to identlfy a progressive decline In R7's
urinaty status;

- Falled to act accordingly and attempt to restore
as much normal bladder function;

completed to the DON/Designee.
The DON/ Designee will have a 3
Day volding diary completed and
revlew the incontinence
" assessment for completeness and
accuracy. Voiding diary,
Incontinence assessment and care
plans will be reviewed at IDT
meeting to ldentify any
trends/patterns or opportunities to
restore normal bladder function as
possible. The DON/ designee will
in service the nursing staff on the 3
day volding diary and Incontinence
assessment procedure. The
RNAC/MDS coordinator will be in
serviced by the DON/Designee to
report urinary continence decline
to the DON/Designee.
4. The DON/Designee will audit all
new and re admissions for 3 day
voiding diary and Incontinent
assessment for accuracy and
completeness weekly x 4 weeks
until 200% compliance then a
random audit at 10% monthly x 2
months until 100% compllance,
Results will be brought to QAPI to
determine further monitoring
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- Falled to reassess R7's urinary status that ‘3,’9

progressed to always incontinent. Findings
include:

The facility policy entitled "Bladder Elimination
Assessment," revised 6/30/08, stated, "Purpose
To ensure that sach resldent who is Incontinent of
urine Is identifled, assessed and provided
appropriate treatment and services through-an
interdisciplinary approach, to achieve or maintain
as much normal urinary function as possible, and
avold urinary tract Infectlons...

Each resident will be assessed on admlsslon to
determine bladder contlnence or incontinence. If
it Is determined that the resldent Is Incontinent an
in-depth assessment will be completed using the
Bladder Incontinence Evaluation Form. The
resident will be re-assessed If there Is a
significant change and annually. A 3-day bowel
and bladder flow sheet will be completed on each
incontinent resident. Utilizing the Evaluation Form
and the Flow Sheet, the recommendation will be
made for a retraining program If appropriate...If
the resldent is not recommended for a retralning |
program an appropriate care plan will be
developed for that resident...Procedure.. 2. If
resident Is determined to be Incontinent on the
Admission Nursing Assessment, the nurse will
gather more specific information by completing
the Bladder Incontlnence Assessment form...and
begin a 3-Day Bowel and Bladder Flow Sheet...
The hurse will review the data from the Bladder
Incontinence Assessment and 3-Day Bowel/
Bladder Flow Sheet to determine If the resident Is
a candidate for a re-tralning program. If itls,
determined that the resident is an appropriate
candldate for a retralning program, the resident
wlll be referred to the Restorative Program. 4. If
the resident is not a candidate for a re-tralning
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- completed by the hospital and dated 5/14/15,

assessments, 5. Re-assessment should occur
with any signlificant change, annually or as
deemed necessary..."

1. In R12's thinned records, a hospital progress
note, dated 5/9/15, stated, "Pt admitted with UTI
and AMS...". ;

ol
Interagency Nursing Communlcation Record
listed R12 with dlagnosis of a UTI.

R12 was admitted to the facility on 5/14/15 with
dlagnoses that included dementia and UTI,

Revlew of the facility's documents for the month
of May revealed the following:

Data Collection Tool, dated 5/14/15, completed
on admission, noted the resident to be lethargic,
with poor declsion making, and the area of
bladder function was blank.

Physlcian's Admission H&P, dated 5/15/15,
stated R12 had a history of a UT| while in the ICU
in the hospital.

A four page Bladder Incontinence Assessment,
undated, was blank, except for R12's first and last
name, the attending physiclan, and the room
number. R12's assessment had no Information
regarding the resident's current status, bladder
status, potential causes of incontinence, exams,
summary (part of the assessment done after
review of the Bladder Incontinence Assessment
and the 3-Day B&B Flow Sheet are completed)
and whether R12 was a candidate for a retraining
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program..., care planning for the resldent should ,)/\ R
take into account the individual findings of the 19}
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program,

There was lack of evidence In the clinical record
that upon admission a bladder assessment and a
3-Day B/B Flow Sheet (3-Day voiding diary) was
done.

NN's from 5/15/15 through 6/17/15 documented
that R12 was on daily skilled nursing services S/P
UTI, alert with confusion, able to make needs
known, incontinent of B&B, and "bladder training
N/A",

The admisslon MDS assessment, dated 6/21/15,
stated R12 was moderately Impalred (decisions
poor; cues/supervision required). The same.
MDS stated R12 was a one person, extensive
asslst for transfers and toilet use, and she was
frequently incontinent. The MDS listed R12 with
a dlagnosis of UT| within the last 30 days and she
recelved a diuretic during the seven (7) day
review time perlod (5/16/15 through 5/21/15),
The CAA Summary, dated 5/21/15, triggered
ADLs Functional Status/Rehabilitation Potential
as a potential problem area and it was checked
off to proceed with care planning. The CAA
Summary Report, dated 6/21/16, stated, "She
was admitted s/p hospltalization for change in
mental status, UTI...She has a hx of,,.UTls..."
The CAA Summary also triggered for urinary
incontinence as a potentlal problem area and It
was checked off to proceed with care planning.
The CAA Summary Report stated, "She was
admitted s/p UT]. She has B/B incontinence,
She is et risk for further UTI and skin breakdown

NN's from 5/22/15 through 6/23/16 documented
that R12 was on dally skilled nursing services S/P

F 315
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-every 2 hours during the night". Handwrltten and

Continued From page 45

UTI, alert with confusion, able to make needs
known, Incontinent of B&B, and "bladder training
N/A",

Although R12 came Into the facility with a
diagnosis of a UTI, eleven days later, on 5/25/15
a urinary incontinence care plan was developed,
Approaches included: incontinence care as
needed after each episode of Incontinence;
monltor for Increased eplsodes of incontinence;
and one person assistance with tolleting. A care
plan approach was yellowed out (discontinued)
that stated, "Tollet/check/change resident upon
rising in AM, before & after meals, at bedtime and

undated was an approach to "Check and change
q round and PRN." It is unclear when the
approach to “check and change q round (usually
every 2 hours) and PRN" was implemented, as It
was undated,

Physlclan's Progress note, dated 5/26/15, stated
was asked to see R12 sacondary to drowsiness
and wrote to check a urine culture. Review of the
May MAR indicated that an order was written to
collect urine for U/A and C/8 on 5/26/15...0n 6/30
/15 another order was written for R12 to start an
antiblotlc for 7 days,

Document review for the month of June revealed
the following:

Physiclan's Progress note, datad 6/1/15, stated
the chlef complaint of the visit was for a UTI,
which developed In the faclllty, and that R12 was
to continue Macrobld (antiblotic/ABT) for UTI.

Review of the June MAR indicated R12 recelved
her ABT untll 8/6/15 as ordered.
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" |~ 7/2/15 from 2:09 AM to 10:00 PM (no evidence

Continued From page 46

Document review for the month of July revealed
the following:

Revlew of the Bowel and Bladder Detalled Entry
Reports (completed by CNAs) from 7/1/15
through 7/31/15, lacked evidenca that the tolleting
schedule was being followed, Documentation
was only completed once per shift, Additionally,
there were various responses such as; "checking
and changlng pads during rounds,"” and " resident
asked to be toileted - used bathroom/bedpan.”
This report also revealed the following: ..

R12 was toileted for about 20 hours);

- 7/3/16 from 7:27 AM to 10:57 PM (no evidence
R12 was toileted for over 15 hours); =71
4/15 from 10:68 PM to 7/6/15 1:23 PM (no
evidence R12 was tollsted for over 13 hours);

- 7/20/16 from 1.04 PM to 7/21/15.12:17 AM (no
evidence R12 was toileted for over 11 hours); and
- 7/27/16 from 10:17 PM to 7/28/15 2:04 PM (no
evidence R12 was tolleted for over 15 hours).

An SBAR Communication Form, dated 7/12/15,
stated, "R12 had a decreased level of
consclousness, Increased confusion or
disorientatlon, decreased mobllity, needs more
assistance with ADLs, weakness (general), rapld
breathing... Transfer to the hospital (non-
emergency)...Resident didn't eat dinner
secondary to N/V with decreased LOC, Increased
HR and temp...yet continues with change In MS,
Increased temp...".

A Physician's Order, dated 7/12/15, instructed
staff to send R12 to the ER for evaluation based
on diagnoses of change In mental status,
Increased HR, decreased oxygen, and Increased
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Continued From page 47
temperature,

The Hospital H&P, dated 7/12/15, stated R12 was
admitted for AMS, her nlece noticed the change
of mental status at the facllity. At that time R12
had a temperature of 101.5 (fever) and was
hypoxic. R12 had sImllar symptoms with a
previous UTI, so the facllity was "concerned" and
sent her for an evaluation, She was treated for "
sepsls" and given IV antlbiotics and fluids, The
document also stated that R12 had a UTl and
PNA, an elevated white blood cell count (
indicatlve of an Infection), and AMS that was
likely due to Infection.

A Hospital Discharge Summary, dated 7/15/15,
stated that R12 was admitted because of AMS,
she was initially treated for possible UTI and
chest X-ray findings were + for PNA,

The Data Collection Tool, dated 7/15/15,
completed on readmission from the hospital,
isted UTI and PNA as current dlaghoses and
noted R12 was incontlnent of urine, pads/btlefs |
were used and the resident was dependentfor |
toilet use.

A Bladder Incontinence Assessment, dated 7/15/
15, stated R12 was confused, wheelchair bound
and she needed extenslve assistance for ADLs.
The assessment listed that R12 had no apparent
volding pattern, unable to determine onset of
Incontinence, had multiple dally episodes of little
or no control and her perception of need to void
was absent. R12's assessmenthadno -
information regarding the resident's potential
causes of Incontinence, exams, summary (part of
the assessment done after review of the Bladder
Incontinence Aseessment and the 3-Day B&B
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Flow Sheet are completed) and whether R12 was A
a candidate for a retraining program. £

The Physician's Admission H&P, dated 7/15/15,
stated, "...S/P UTI of sepsis...(sic.)".

NN's from 7/16/16 through 7/17/15 revealed:

- 7/16/15 at 10:00 PM, "Recelved...at 7:15 PM...
Has a dx of UTI, PNA...Incontinent of B&B...",

- R12 was alert with confuslon, able to verbahze
heeds, incontinent of B&B, requires asslstx1 for
ADLs and transfers and contlnues on ABT for
PNA and UTI,

Physiclan's Progress Admit Note, dated 7/16/15,
stated S/P hospltalization secondary to change of
mental status and fever. The plan listed was to
complete the ABT for her PNA and UT!.

A 3-Day B/B Flow Sheet was done from 7/16/15
through 7/18/15, the front of the document was
filled out, but the back portion was not, It did not
capture or Identify any episodes of urinary
incontinence, There was no evidence that data
was analyzed In order to develop an
Individualized tolleting schedule for R12.

Review of the July MAR Indicated R12 received
her ABT until 7/20/15 as ordered,

Document review for the month of August
revealed the following:

The Data Collection Tool, dated 8/10/185,
completed as a quarterly assessment, listed UTI
... and PNA as current diagnoses and noted R12
was Incontinent of urine, pads/briefs were used
and the restdent needed physical assistance for
tollet use.
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Continued From page 49

A Bladder Incontinence Assessment, dated 8/10/
18, stated R12 was confused, wheelchair bound
and needed extensive assistance for ADLs and
unable to determine onset of Incontinence. R12's
assessment had no information regarding the
resident's current status, bladder status, potential
causes of Incontinence, exams, summary (part of
the assassment done after review of the Bladder
Incontinence Assesement and the 3-Day B&B
Flow Shest are completed - stated, "Resident is
incontinent of bowel and bladder") and whether R
12 was a candidate for a retraining program.

R12's Quarterly MDS assessment, dated 8/12/15,
stated R12 was severely impalred for decislon
making and continued to be a one person,
extensive assist for transfers and toilet use. R12
was now coded as always Incontinent, and she
was hot on a tolleting program. This is a decline
in continence from the 5/21/15 MDS when R12
was frequently incontinent.  The same MDS
listed R12 with a diagnosis of UTI within the last
30 days and she received a dluretic during the
seven (7) day review time period (8/6/15 through
8/12/15).

Although the urinary incontinence care plan had a
handwrltten note on the bottom of the page that it
was reviewed and revised on 8/14/15, the facllity
falled to capture that R12 had two UTl's, one of
which she was hospitalized for, while In the facility
. The facllity failed to revise the care plan and
failed to Incorporate new interventions,

Revlew of the clinlcal record revealed that an
undated CNA resldent care card (Kardex)
Indlcated that R12 was Incontinent of bladder and
needed one person asslst. There was no

F 315
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Continued From page 50

evidence that a 3 day volding diary was
completed and analyzed In order to establish an
Individualized toileting schedule for R12.

Revlew of the electronic "Resldent Bowel and
Bladder by Shift Chart," completed by CNAs that
capture If the resldent Is continent or incontinent
of bladder, for May 2015 through September
2015 revealed the following:

- 6114115 through 5/31/15 conslsted of a fotal of
52 shifts during which R12 was incontinent on 37
out of the 52 shifts (71%);

- 8/1/15 through 6/30/15 conslsted of a total of 20
shlfts during which R12 was Incontinent on 89 out
of the 90 shlfts (77%);

- 7/1/14 through 7/31/14 consisted of a total of 83
shifts during which R12 was incontinent on 73 out
of the 83 shifts (88%). in the month of July, R12
was hospltalized from 7/12/15 to 7/16/15.-In
addition there were 6 shifts (7/2/15; 7/3/15; 7/6/16
1 716/15; 7/20/16; 7/28/15) that lacked evidence
that R12 was tolleted or Incontinence care was
glven, two of those shlfts were after R12's
hospltalization for a UTI.

- 8/1/15 through 8/31/15 consisted of a total of 93
shifts during which R12 was Incontinent on 84 out
of the 93 shifts (90%).

- 9/1/15 through 9/17/156 conslsted of a total of 61
shifts during which R12 was Incontinent on 46 out
of the 51 shlfts (90%).

The following Information was obtalned by
interviews with facllity employees:
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' agsessment forms which Included the Bladder

Continued From page 51

- 9/21/16 at 11:256 AM E18 (RN) stated It was
facility practice for the receiving nurse to fill out

Incontinence Assessment on new residents and
ones returning from the hospital that were out for
> a day. The CNAs were responsible for doing
the 3-Day B/B Flow Sheet, once completed, they
gave it to the charge nurse (UM). E18 further
stated that the nurses do not evaluate the 3-day
voiding dairy, they are only responsible to
complete the front of the assessment, E18 stated
If a resldent was on a tolleting program, then
Caretracker would let the CNAs know.

-9/21/15 at 11:32 AM E19 (CNA) stated that
everytime we tollet someone, we have to chart it
In Caretracker. When residents first arrive, a 3-
day voiding dlary Is completed and chart Y (yes)
or N (no) to capture if they are continent or
Incontinent. E19 stated this charting Is done on
paper, not on Caretracker, then once the front Is
completed, It Is glven to the medication nurse,
then the medication nurse gives to the supervisor
(UM). E19 stated the 3-day voiding dlary-"
showed what the resldent really needed or how
often they needed tolleted." E19 stated that
Caretracker does not capture when to tollet
someone, we are verbally told in report If
someone is on a toileting program. Caretracker
does not show the amount of imes [t was charted
In, instead an event is highlighted In ysllow to
alert you that an event was not charted. E19
stated, for example, once Bladder Actlvity Is
charted on, the alert light goes off. WIth regard to
R12, E19 stataed she was not on a tolleting
program and R12 verballzed when she needed to
go. R12 was incontinent at times and stated
when she wanted to go to the bathroom, but
when checked she was already wet.
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know that the MDS office does something With It."

Continued From page 52

- 9/22/15 at 9:43 AM E20 (RN,UM) stated once
the Interagency document was received, the UM
entsred all the orders. Medication nurses were
responsible for all the assessments, Including the
Bladder Incontinence Sheet and the the 3-day
volding dairy. E20 stated, If the resident was
known to be Incontinent by elther the Interagency
document, family Interview, or upon checking the
resident and finding them to be wet, the unjt
nurse would Inltiate the 3-day voiding diary.
When asked who reviewed the dairy, E20 stated
she was unsure, she had never been given the
document to review in the year she has been
there. Once reviewed, a care plan toileting
program was initiated by the IDT team,
compromised of the MDS coordinator, DON, and
ADON. E20 then stated that the Kardex was
updated in the daily clinlcal meetings for the
CNAs to know the plan. She was unsure If
Caretracker was reflective of what was In the
Kardex,

- 9/22/15 at 10:30 AM E21 (LPN) stated when a
resident first arrives, the unit nurses are
responsible for full head to toe assessments and
they had to fill out the Bladder Incontinence Sheet
to determine if the resident was Incontinent or
continent. E21 stated that CNAs were
responsible for completion of the 3-day voiding
dlary and hourly checks were done for those 3
days, E21 stated that once the form was
completed, It was determined if the resident was
contlnent or incontinent. When asked who
analyzed the data, E21 stated, "l don't an.\i\!','"l

When the back of the form was shown to E21,
she stated she was unfamillar with the back of
the 3-day volding dairy, E21 had been employed
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Continued From page 53
at the facllity for over a year,

- 9/22/15 at 11:12 AM E2 (DON) stated the
expectatlon was that on admisslon, a 3-day
voiding dairy was done to determine bladder
patterning. If a resident was continent, a volding
dalry was not necessary, It was expected that the
Admission Data Collectlon Too! was filled out and
at midnight, on the day of admission, a volding
diary was Initlated. Upon completion of the dalry,
in the clinical dally meetings, the IDT team weuld
implement an individualized care plan. E2 stated
the IDT team was comprised of the MDS
coordinator, therapy department, DON, ADON,
nursing supervisors (including relief supervisors),
and CNA's. E2 stated once a care plan was
initlated, this was communicated to staff via the
24 hour report, that was read everyday by the
nurses and the Kardex was updated for the CNAs
. E2 stated Caretracker does not prompt:the
CNAs when to complete a task, such as tpileting,
but the CNAs were able to document multiple
times during a shift. He also stated that CNAs
were not documenting after every care provided,
rather they were only charting once per shift, E2
stated that management was working on point of
care (electronlc system) charting instead of end
of shift charting. No additional information was
provided to the surveyor before the exit.

- The facllity falled to complete a 3-day volding
dlary upon R12's admisslon to the facllity on 5/14/
185,

- R12 developed 2 UTIs while In the facility and
was hospltalized for urosepsis with the 2nd UTI,

- R12 declined from frequently incontinent on the
6/21/15 admission MDS to always incontinent on
the 8/12/15 quarterly MDS.

- There was a lack of documentation showing that
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R12 was tolleted or given incontinence care for 6
shifts.

- The facility falled to thoroughly complete the
Bladder Incontinence Assessment twice, on R12
's admisslon and readmisslon from the hospital.
- The facllity falled to revise the care plan when R
12 returned from the hospital.

- The facllity falled to develop and Implement an
indlvidualized tolleting plan based on a volding
dalry. W

- The facllity falled to re-assess the resident's
contlnence status. i

R12 progressively declined in urinary continence.

2. R7 was admitted to the facility on 6/3/15 with
diagnoses that included dementla, BPH and a
history of CVA,

The faclity's admission Data Collection Tool,
dated 6/3/16, stated R7 was alert and oriented to
person and place, his short and long term
memory was Intact, and he was incontinent of
bladder and used pads or briefs.

A Bladder Incontinence Assessment, dated 6/3/
15, was Incomplete. It falled to identify
contributing factors/diagnoses that could
Influence R7's continence status, such as
dementia and urinary disorders from the prostate.
The section "Bladder Status" on page 1 was
blank, except for a notation that the buttocks had
some redness. Page 2 of the assessment (
identlfles any abnormal laboratory values which
may be potential causes of Incontinence and
Identlfies dlagnostic exams performed) was blank
. Page 3 of the assessment, which was to be
completed after review of Bladder Incontinence
Assessment and the 3 Day B&B Flow Sheet to
determine whether the resldent was
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recommended for a retraining program, was o
blank. The Summary portlon of the assessment ( )9’

page 3) stated after review of the Bladder -
Incontinence Assessment and the 3-Day Bowel
and Bladder Flow Sheet; a determination was to
be made whether the resldent was a candidate
for a retralning program. Page 4, the "Bladder
Retraining Progress Notes," dated 6/3/15 stated,
"Alert and Oriented x 2 (to person and place);
Resident stated sometimes he has accldents
Resident incontinent of bladder (occasionally)
wears pull-ups and adult diapers (per resident).
No ¢/o pain during urlnation. Soft nondistended
abdomen."

R7's clinical record revealed that although a 3-
Day Bowel & Bladder Flow Sheet (volding diary)
was dated to start at 12 midnight on 6/3/15(
should have been dated 6/4/15), it was nhot
completed. The facllity falled to ensure that a
volding diary was completed and they falled to
develop an individualized tolleting plan based on
the volding diary for R7.

An interim care plan, dated 6/3/15, for the
problem of incontinence included the following
approaches, "If incontinent start B&B pattering (
slc); If Incontinence is total check ¢ 2hrs and
render good perl care as needed; Tollet before
and after meals and at hs and g 4 hrs during the
night untll my B&B assessment Is completed or
per my request for tolleting; Pads/Briefs/Urinal/
bedpan/bedside Commode as needed."

The physlclan's H&P, dated 6/5/15, did not
identify any urinary problems,

The electronic Bows! and Bladder Detalled Entry
Report, completed by CNAg, from 6/4/16 through
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6/10/15, lacked evidence that R7 was being
tolleted according to the interim Incontinence care
plan. Review of the report revealed entries were
completed only once per shift and included varied
responses, such as, "Tolleted per toileting plan;
Checking and Changlng Pads during rounds;
Residenl tolleted self." There was no evidence
that the facllity followed the interim plan of care
for incontinence.

The 6/10/15 admission MDS assessment stated
R7's daily decision making skills were severely
impaired and he required extensive asslst of one
staff for transfers and tollet use. This MDS
assessment also stated R7 was frequently
incontinent during the assessment period (6/4/15
through 6/10/15) and there was no trial of a
tolleting program. o

On 6/12/15 a urinary incontinence care plan was
developed, Approaches Included: incontinence
care as needed after each episode of
Incontinence; monitor for increased episodes of
incontinence: and requires the assistance of 1
person for tolleting. The approach "Toilet/check/
change resident upon rising In AM, before & after
meals, at bedtime and every 2 hours during the
night" was yellowed out (indicating it was
discontinued) and written In was "Check and
change g round and PRN." It is unclear when the
approach to "check and change q round (usually
every 2 hours) and PRN" was implemented, as it
was undated. ot

Review of the electronic Resldent Bowel and
Bladder by Shift Chart, completed by CNAs
revealed the following:

- 6/4/15 through 6/30/15 consisted of a total of 81
shifts (3 shifts per day) during which R7 was

F 3156
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Incontinent on 44 out of the 81 shifts (54.3%).

- 7/1115 through 7/31/15 consisted of a total of 93
shifts during which R7 was Incontinent on 58 out
of the 93 shifts (63.4%).

- 8/1/16 through 8/31/15 consisted of a total of 93
shifts durlng which R7 was Incontinent on 69 out
of the 93 shifts (74.1%).

- 9/1/18 through 9/17/18 (through the 12 AM to 7:
30 AM shift) consisted of a total of 49 shifts
during which R7 was incontinent on 48 out of the
49 shifts (97.9%).

According to the 6/12/15 urinary incontinence
care plan, the facllity was to monitor for increased
episodes of Incontinence. Despite progressive
decline of R7's urinary Incontinence from 6/4/15
through 9/17/15 there was no evidence the facllity
identified the decline and/or re-assessed the
resident.

The electronic Bowe! and Bladder Detailed Entry
Report, completed by CNAs, from 8/27/15
through 9/2/16, lacked evidence that R7 was
being tolleted according to any scheduled toileting
plan. Review of the report revealed entries were
completed only once per shift and agaln had
varled responses, such as, "Tolleted per tolleting
plan; Checking and Changing Pads during
rounds: Resldent toileted self." '

A quarterly MDS assessment, dated 9/2/15,
stated R7's dally decision making skills were
severely impaired and he required extensive
asslst of one staff for transfers and tollet use. The
9/2/16 MDS assessment stated R7 was always
incontinent during the assessment petlod (8/27/
15 through 9/2/15) and there was no trial of a
tolleting program. This was a decline from the 6/
10/15 MDS assessment, when R7 was frequently
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R7, he stated that he knows when he negds to
use the bathroom to urinate, but at times has
some "accidents."

On 9/17/15 at approximately 3:00 PM, E11 (CNA)
was interviewed. E11 stated that she has worked
with R7 for approximately 3 to 4 weeks since he
transferred to the 700 wing. E11 stated R7 was
able to stand, pivot and transfer with one (1)
person assist and was a one (1) person asslst for
tolleting, E11 stated that she tollets R7 before
meals and then once In the afternoon. E11 stated
the resident was not on a scheduled tolleting
program (as part of the plan of care), this was just
what she does as a routine with her residents. E
11 stated that R7 will use the bathroom to urinate,
that he may be wet at times, but he wlll st/ll
urlnate Into the toilet.

On 9/21/16 at approximately 10:45 AM, E13 (LPN
) was Interviewed. E13 stated that the medicatlon
nurse asslgned to the room is responsible for
completing the nursing admisslon assessment (
Data Collectlon Tool) when a new resident Is
admitted, E13 stated that the Bladder
Incontinence Assessment Is completed a§ part of
the admission assessment, and the 11:00 PM to
7:00 AM shift starts a 3-Day Bowel & Bladder
Flow Sheet on all residents who have
Incontinence. When the dlary Is completed, the
nurse on duty reviews It and determines If the
resident Is appropriate for a tolleting plan. E13
stated that specific times (hours) are not used
and CNAs are told to check residents at least
every two (2) hours and to assist them to the
bathroom or check to see if they are wet.
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On 9/17/15 at 11:40 AM during an interview with \gf
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On 9/21/15 at 11:10 AM, E8 (CNA) was
interviewed. When asked how does a CNA know
what care a resident needs, she stated they get
report from the nurse and check the yellow sheset
(Kardex). She stated if a resident Is on a "toilsting
plan," the nurse lets them know, but there are no
speclfic times told to them by the nurse, noris It
noted In the Caretracker system, E8 stated If she
is told a resldent Is on a toileting plan It means "
check and take to the bathroom every two (2)
hours and make sure they are not wet." E8 stated
that CNAs can document more than once a shift
in Caretracker and they are supposed to enter the
actlvity completed each time they leave & |
resldent's room. £

On 9/22/15 at approximately 11:15 AM, E14 (LPN
) was interviewed. E14 stated that the medication
nurse assigned to the room completes the
nursing admission assessment, which includes
the Data Collection Tool and the Bladder
Incontinence Assessment. E14 stated the
resldent and/or family are interviewed regarding
the resident's urinary continence status. She
stated a 3-Day Bowel & Bladder Flow Sheet is
started by the 11 PM to 7 AM shift for all
residents with incontinence. E14 stated that when
completed, the 3-day dlary gets handed In to E2
or E3 (ADON), who then evaluate It and
determline if the resldent Is appropriate for a
retraining program. She stated If a tolleting
program is to be started It [s communicated to the
nursing supervisor, who then communlcates it to
the nurse, who then tells the CNAs. E14 stated
there Is no one resident on her assignment who is
currently on a scheduled tolleting plan and she
has never had anyone on an actual scheduled
toileting plan since she's worked at the facility.,
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She stated she encourages the CNAS to take the
resldents to the bathroom frequently.

On 9/22/15 at 11:30 AM, E2 was Interviewed, E2
stated that if a resident has Incontinence on
admisslon to the facllity, a 3-day diary Is to be
started at midnlght and after completion it is
reviewed and a care plan is developed. E2 stated
review of the 3-day diary is done at "Clinical
Meeting," held daily, which is attended by the
DON, ADON, MDS Coordinator, Nurse
Supervisor and the therapy department. E2
stated that the nurses are to read the 24 hour
report to check If a resident Is belng placed on a
toileting plan and the CNAs are to check the
Kardex, E2 stated the Caretracker system does
not prompt the CNAs when to complete toileting,
but they are able to enter documentation more
than once a shift. E2 stated that the facllity
identifled the CNAs were not documenting In
Caretracker as they should be, meaning
documenting each time after care was provided,
and are only documenting once a shift. However, .
they (management) have not had time to fully act
on thls discovery. Findings were reviewed with E2
regarding R7's incontinence, E2 stated he would
like the opportunity to review R7's chart on his
own. No additional Information was provided to
the surveyor before the exit,

The facllity falled to accurately and .
comprehensively assess R7's urlnary continence
status upon admission, failed to complete a 3-
Day Bowel & Bladder Flow Sheet, and falled to,
based on volding patterns, develop an
individualized tolleting plan In an attempt to
restore as much normal bladder function as
possible, Upon admission to the facility, R7 was
fraquently Incontinent of bladder. R7
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progressively declined, yet there was no evidence
the facility Identifled the decline and acted
accordingly. There was no evidence of any re-
assessment and R7 progressed from frequently
incontinent to being always incontinent.

Findings were reviewed with E1 (ED), E2 and E3
(ADON) on 9/23/15 during the exit conference at
approximately 4:20 PM.

483,25(h) FREE OF ACCIDENT HAZARDS/
SUPERVISION/DEVICES

The facility must ensure that the resident
environment remalns as free of acsldent hazards
as is possible; and each resident recelves
adequate supervision and assistance devices to
prevent accldents,

This REQUIREMENT ls not met as evidenced by
'Cross refer F248

Based on observatlons, record review and
intervlews, It was determined that the facllity
failed to ensure that one (R10) resident out of 34
Stage 2 sampled residents, with severely
impaired cognition and a history of unwitnessed
falls, received adequate supervision to prevent a
fall with Injury, R10's fall from a geri chalr on 8/6/
15 was unwithessed and without adequate
supervision which resulted in the resident
sustaining a broken hip that required
hospltalization, Howsver, due to R10's high risk
for surgery, her advanced age and dementla,
surgery was not performed. R10 returned to the
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1. Resident 10 resides at the '
facility and is stable. Resident 10 '
was assessed by Rehab services

and the Geri chair is appropriate

for the resident. A root cause
analysis was completed to identify
any addltional residents’ safety

risks and integrated into the

resident plan of care at this time
the resldent Is not in need of
increased supervision.
2. All residents who use Geri Chair
are at risk of being impacted from
this practice. Rehab services will
assess all residents who use Geri
chairs for appropriateness. |DT
meeting will review and update
care plans any resldents identified
increase thelr risk for falls,
3. Facility allegedly falled to
appropriately assess the resident’s
use of a Geri chair and evaluating
resident’s need for diversionary
interventions. Prior to initlating
the use of a Geri chair, the rehab
department will assess the
resident and determine if the use
of the Geri chair is appropriate.
Any resident identified with
psychologlcal Issues that increase
thelr risk for falls wili be discussed
at the IDT meeting to Identify
appropriate diversionary
interventions. Any resident who
has had a falt from a Geri chair will

ral
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facility for palllative care for the broken hip. -
Additionally, the facllity failed to ensure that 4 (
501, 502, 805, and 606) out of 31 rooms were
free from accident hazards. Findings Include:

The facllity's Fall Management Program (Revised
10/27/11) stated, "...To provide a systemic review
(slc) the resident to determine risk for falls and
develop appropriate Interventions...

3.1 Definltions: A fall Is any sudden, unintentional
change In position that causes an Individual to
land at a lower level on an object, the floor or
ground. Falls Include: Found on floor, Slides to
floor unassisted...3.2...1, Fall Risk Factors...a.
Intrinsic Risk Factor (internal) Included, "History
of previous falls. b. ...Inactivity, boredom...".

1, Review of R10's clinical record revealed that
on 12/1/14 at 3:00 PM, R10 "was found on the
floor in her room between her wheslchalr and her
gerl-chair. R10 was placed back In her geri-chalr
via hoyer lift ". R10 did not sustain an Injury.

According to R10's quarterly MDS assessment,
dated 2/6/15, this resident had a diagnosis of
dementia. R10's guarterly MDS assessment,
dated 2/5/15, failed to reflect the 12/1/14 fall
without Injury under the Fall history section.

2/5/15- R10's fall risk assessment using a
standardized quarterly "Fall Risk Review Tool"
falled to Identify the 12/1/14 fall under R10's
history of falls, R10 was incorrectly given a score
of 0 (no falls within the last 3 months).

2/12/15 - R10 was care planned (Initiated 8/23/13
) for "Potential for injury related to being a fall risk
due to decreased mobillty, decreased cognitlon/
lack of safety awareness, episodes of anxiety/
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appropriate use of Geri chair.

The nursing and rehab staff will be
In serviced by the DON/Deslgnee
on the procedure to assess any
resident prior to initlating a Geri
chalr use,

4. DON/Designee will audit all
residents who have a fall from Geri '
chair to ensure that rehab has
evaluated the resfdent for
continued appropriateness use of
Gerl chair weekly x 4 weeks until '
100% compliance then monthly x2
months until 100% compliance.

The findings will be brought to ]
QAPI to determine further ‘
monitoring.

3"

—

1. All'toilet bolts were tightened
and covered, A/C unit covers were
Installed.

2, Ali resldents’ resident rooms
could be affected by this practice.
An environmental round was
completed of every room. All
tollet bolts were covered and all
A/C unit covers are In place,

3. The facility falled to identify the
need to cover tollet bolts that
needed covers and A/C unit covers
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position safest for me, keep call bell In reach
encourage to use prn, Therapy evaluation/screen/
treat, tollet/Incontinence care every round and
prn, Transfer with 1 asslst, mechanical lift (hoyer
Iift) x 2 assist, bed and chair alarms, hipsters, and
fall mat.

3/20/15 - a physiclan's order stated, DNR/DNH (
Do not Resuscitate/Do not Hospiltallze) comfort
care and RN may pronounce.

4/29/15 at 4:15 PM Incident report stated, "
Responding to Resident's calls for help from...
Resident noted sitting on floor in front of her Geri-
Chair. Resldent was unable to describe or explain
incident." There was no Injury documented. The
facllity's incident report lacked evidence that a
chalr alarm and hipsters were In place as per R10
's care plan, E2's (DON) written statement, dated
4/30/18, on the facility's Investigation report
stated that R10 was provided with a dycem on the
geri-chair to prevent R10 from sliding.

4/30/15- dycem to gerl-chalr was added to R10's
care plan.

6/7/15- The annual MDS assessment stated, R10
's cognltion remained severely impaired, R10
needed extenslve assistance of staff for all ADLs.
The MDS assessment only reflected R10's most
recent fall of 4/29/15. R10's clinical record lacked
evidence of a quarterly Fall Risk Revlew Tool
assessment to determine R10's risk for falls, in
conjunctlon with the annual MDS assessment.
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F 323 | Continued From page 63 F 323 , ) .
behavlors, hx of falls, medication, ad! decline". were missing. The inspection of
The stated goal was that R10 would have no toilet bolt covers and A/C unit P
injury related to falls. The Care plan approaches cover are added to the /l:)
included: administer medication per order, ensure environmental rounds list. The ,
foot wear has non-skid soles, keep bed in lowest Administrator In-serviced the 'f}

Environmental Director on the
need of toilet bolt and a/c unit
covers,

4. Toilet bolt and A/C unit covers
will be inspected weekly for
placement x2 weeks until 100%
then monthly until 100%. Results
will be brought to QAP! to
determine further monitoring.
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1 8/5/15 - R10 had another unwitnessed fall while In

Continued From page 64

5/13/15 at 5:00 PM - Incident Report stated, "
Resldent noted sltting on floor In her room, In
front of her recliner (gerl-chalr), Stated that she
slide (sic) out of chalr to the floor, R10 did not
sustain injury. This report stated that R10 was "
provided with a new dycem - old dycem worn out
", There was no evidence that the facllity revised
the care plan and Identified the need for more
appropriate Interventions such as the need for
adequate supervision to prevent the resident from
sliding out of the chalr and sustaining a fall with
injury.

5/14/15 -E5's (OT) note stated, "O.T. completed a
flu screen s/p fall out of her geri-chair. Pt.
continues at her PLOF...with all cares...No dycem
currently under resldent In geri-chair, OT acquired
and placed under resident as per care plan. No
further skilled OT/PT Interventions required at this
time", It is unclear why the assistive device
dycem was not In place.

her geri-chalr. An incident report dated 8/5/15 at 8
145 PM stated, "Reslident found sitting on the floor
In front of her chair (geri-chair), no slgns and
symptoms of injuries noted with Initial evaluation.
Resident complained of pain afterwards, X-rays
obtained", X-Ray result dated 8/5/16 showed "left
femoral neck fracture” (a hip fracture proven to
be serlous Injuries In the elderly population that
are assoclated with high mortallty and signlficant
morblidity In the gerlatric population)- Medscape
Drug, Diseases and Procedures reference on
Femoral Neck Fracture Imaging updated ;10/29/
2013), hitp://lemedicine.medscape.com/article/
390598-overview. R10 was sent to the hospital

F 323 ,15
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Continued From page 65

for evaluation and treatment with the family's
consent. R10 was hospltalized from 8/5/15 - 8/10/
18.

According to the Hospital Discharge Summary,
dated 8/10/15, R10's diagnoses Included "Left
femoral neck fracture" and Advanced Dementia.
The hospital physician met with R10's famlly and
explalned the high risk of surgery considering her
advanced age and dementia. R10's famlly agreed
to provide palliative care for R10. s

9/16/15 at approximately 10:15 AM - R1O was
observed in her room, alone In her gerlchalr, in a
reclined position with her legs elevated and eyes
closed, R10's room was approximately 8 rooms
away from the nursing station.

9/17/15 at 10:55 AM - R10 was observed in her
room alone In her padded gerl-chalr (halfway
reclined with elevated legs) with her eyes closed.
R10's call bell was laying on her lap, but was not
clipped to her gown. R10 was mumbling with her
eyes closed. Her left hand touched the call bell on
her lap and the call bell sfid onto the floor. The
surveyor made E15 (CNA) aware that R10's call
bell fell onto the floor,

9/21/16 at 3:20 PM- interview with E6 (LPN)
related to the 8/5/15 fall, he stated that he could
not remember If there was a dycem on the geri-
chalr. Also, R10 was left In her gerl-chalr in the
hallway opposite the door of her room. The CNAs
were busy moving residents from the dining room
to other residents' rooms when the unwitnegsed
incident occurred, E6 stated that he was also
busy passing medications at that time In the
same hallway, but did not see how she fell.

F 32
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9/21/15 at 3:30 PM- interview with E7 (CNA) she
stated that R10 "always trled to move herself
down and out of the geri-chalr and everybody (
staff) knew that. If you (staff) catch her
attempting to move down and get out of the gerl-
chair, she would quickly get herself back up", She
also stated that R10 was "very quick", According
to E7, she saw R10 sitting on the floor In front of
the geri-chalr on 8/5/15 parked outside of another
resldent's room, across from R10's room, E7
stated on 8/56/15 the dycem was on the geri-chalr,
She also stated that on 8/56/15 she helped E6 put
the resldent back In the gerl-chalr manually and
with E6, she also helped R10 back to bed, She
gave R10 a bed bath and when turning R10
towards her, R10 started to complain of hip pain,

R10's unwitnessed/unsupervised falls (3) dated
12/1114, 4/29/15 and 6/13/15 occurred while R10
was in the gerl-chalr In her room without staff
supervision. R10's last fall on 8/6/15 was also
unwitnessed/unsupervised while in her gerl-chalr,
which resulted In a left hip fracture. R10 returned
to the facllity after 4 days of hospltallzation -
without surgical Intervention and placed on”
palliative care for pain control for her fractured hip

The facllity falled to adequately assess/evaluate
R10's falls dated 12/1/14, 4/29/15 and 5/13/15 so
appropriate Interventions were developed to
reduce R10's risk of Injury from falls, and prevent
falls,

Findings were dlscussed with E2 (DON) and E18
(Reglonal Nurse Consultant) on 9/22/15 at
approximately 3.00 PM. .

F 32
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F 323 | Continued From page 67 F 323 1. Resldent 30 no longer resides at
the facility. Resident recelved new /1{
orders clarifylng the accu check P2 4
2. Observations from stage 1 on 9/15/15 and and sliding scale coverage to ]
during the environmental tour with E17 ( inform nursing staff when not to
Housekeeplng Supervisor) on 9/21/45 from 2 PM administer insulin
to 2:40 PM revealed the following: 2. All diabetic residents on accu
-Observatlons were made on 9/15/15 at 11:26 Check and sliding scale coverage at
AM and during the environmental tour with E17 the facllity can be impacted by this
on 9/21/15 of high, uncovered tollet bolts:and practice.
loose and missing covers on the A/C unit of room 3, Facility licensed nurses failed to
501, appropriately follow doctors’ order
. . on insulln sliding scale
-Observations were made on 9/156/15 at 1136 adminlstration. Al residents who
AM and during the environmenta! tour with E17 are on nsulin will have thelr MAR
on 9/21/15 of high, uncovered toilet bolts in the lewed by the DON/ Des]
bathroom of room 502. reviewed by the / Designee to
ensure proper insulln
-An observation was made on 9/21/15 during the administration. The licensed
environmental tour with E17 of high, uncovered nursing staff will be in serviced by
tollet bolts in the bathroom of room 608, the DON/Deslgnee on insulin
) sliding scale administration.
aomvaanta our w17 of high, anoovened 8, e DioHl/ designesul| Ut
toilet bolts In the bathroom of room 606. Eiil; Instilin SoiminiStEion on.all
residents receiving sliding scale x 1
Findings were confirmed by E17 on 9/21/15 week until 100% compliance s
during the environmental tour between 2:00 and 2 reached, then 3times weekly x 3
140 PM, weeks until 100% compllance is
reached then random audit one
Findings were revlewed with E1 (ED) and E2 on 9 month after that to determine
/23/16 during the exit conference at compliance. The audlts will be
approximately 4:30 PM. brought to QAPI to determline
F 333 | 483.25(m)(2) RESIDENTS FREE OF F 333 ) -

further monitoring.
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This REQUIREMENT Is not met as evidenced by

Based on record review and interview, It was
determined that the facllity falled to ensure that
resldents were free of significant medication
errors for one (R30) out of 34 Stage 2 sampled
resldents. The facllity failed to administer the
correct doses of a short acting Insulin, Novolog,
six times from 9/3/15 through 9/21/15 , Findings
include:

The facllity policy entitied "Medlcation
Management Guidelines," dated 5/28/02, stated, "
Purpose To ensure that resldents recelve
medications and treatments per physician orders.
To ensure that medications and treatments are
administered according to state/federal
regulations and nursing standards of practice.”

R30 entered the facllity on 8/20/15 with a-=
dlagnosis of Diabetes and recelved Insulln.

A Diabetes care plan initiated on 9/4/16 listed
approaches that included: administer medication
per md order... monitor accu checks as ordered
....monitor for s/s hyper/hypoglycemia g shift...

Revlew of R30's physiclan's order for September
2015 stated the sllding scale coverage with
Novolog Insulin given by injection dally before
meals was based upon BS results of 0-2C0 =0
units of Novolog; 201-300 = 2 units of Novolog;
301-400 = 4 units of Novolog; greater than 400 =
6 units of Novolog and call MD.

Review of R30's 9/15 MAR revealed the sliding
scale Novolog [nsulin was hot administered as

b
F 333 /}/L

<

4

FORM CMS-2667(02-99) Previous Verslons Obsolete Event 1D: KLSN11

Facillty ID: DE00210 If continuatlon sheet Page 69 of 82



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/16/2015
FORM APPROVED
OMB NO. 09380391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
085031

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

A BUILDING COMPLETED
c

8. WING 09/23/2015

NAME OF PROVIDER OR SUPPLIER

SHIPLEY MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE
2723 SHIPLEY ROAD
WILMINGTON, DE 19810

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES *
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1o}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X6)
(EACH CORRECTIVE ACTION $HOULD BE CROSS- | COMPLETION
REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

F 333

Continued From page 69

ordered on the following dates:

-9/3/15 at 7:30 AM, BS was 249 and R30 was
incorrectly coverad with 3 rathet than 2 units of
Insulin as ordered and

-9/3/15 at 11:30 AM, BS was 285 and R30 was
incorrectly covered with 4 units (double the
amount) rather than 2 units of Insulin.

NN's were reviewed. There were no new
physician orders for 9/3/15. :

On 9/4/15, R30's physlclan ordered to discontinue
the previous sliding scale and the new sliding
scale coverage with Novolog Insulin given by
Injection before breakfast and dinner was based
upon BS results of <-150 = 1 unit-of Novolog;
161-200 = 3 units of Novolog; 201-250 = 5 units
of Novolog; 251-300 = 7 units of Novolog; 301-
350 = 9 unlts; 351-400 = 11 units; > 400 = 13
units and page MD.

Review of R30's 9/16 MAR revealed the sliding
scale Novolog Insulln was not administered as
ordered on the following dates:

-9/8/15 at 4:30 PM, BS was 140 and R30 was not
covered with Novolog as per the sllding scale and
should have received 1 unit, The next BS
reading on 9/9/15 at 7:30 AM was 184,

-9/17/16 at 7:30 AM, BS was 133 and R30 was
not covered with Novolog as per the sliding scale
and should have received 1 unit. The next BS
reading on 9/17/15 at 11:30 AM was 245,
-9/21/15 at 7:30 AM, BS was 149 and R30 was
not covered with Novolog as per the sliding scale
and should have received 1 unlt. The next BS
reading on 9/21/15 at 11:30 AM was 331; and
-9/21/15 at 4:30 PM, BS was 90 and R30 was not
covered with Novolog as per the sliding scale and
should have received 1 unit. The next BS

F 333
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The facllity must employ sufflclent support

personnel competent to carry out the functions of
the dietary service.

This REQUIREMENT s not met as evidenced by

Based on observations of lunch service on 9/15/
15 and interviews, it was determined that the
facllity failed to have sufflclent staff competsnt to
carry out the functions of dietary service. The
facility falled to have enough staff to serve lunch
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F 333 | Continued From page 70 F333| F362 . {
reading on 9/22/15 at 7:30 AM was 195. L The facility failed to serve | 5
the lunch meal on schedule. All /}-/\;
NN's from 9/8/15 through 9/22/16 revealed: dining staff on duty on this day )J’
-9/21/16 at 11:00 PM - R30's BS at 4:40 PM was were Iimmediately addressed and a
90 and "no coverage per sliding scale." As noted root cause analysls was performed.
above, the physiclan's ordgr required that R12 It was Identified that staffing call
should have recelved 1 unit of Novolog. offs were cause for the delay.
In an Interview, on 9/23/15 at 11:16 AM, E20 ( 2 All residents are at risk for
RN,UM) confirmed the findings. this deficlent practice.
i h
In an Interview, on 9/23/15 at 11:23 AM, E2 (DON T tivcts; b
) stated that the BS should be covered according SUfflClent.personne to ¢ y out
to the physician's orders. Flndings were also the function of the dietary service.
reviewed with E2 at this time. Breakfast and lunch was served
late on the date identified. The
The facility falled to administer Novolog Insulin six food service director updated and
times as ordered for R30 in September 2015, as posted service times for meals. The
per physlclan orders and facility policy, resulting food service director has in
In significant medication errors due to the - rviced the dietary staff on
frequency of the errors and the type of medication Ser e
administered to R30. prompt meal dellvery el o
F 362 | 483.35(b) SUFFICIENT DIETARY SUPPORT F 362 coverage In any cases ot call ofis.
ss=E | PERSONNEL 4. Food service . A(
director/designee will audit all ,f} -

meal delivery times to residents
daily x1 week until 100%
compliance is reached, then 3 x
weekly x 2 weeks until 100%

" compllance has been reached,
then weekly x 2 weeks until 100%
compliance Is reached, the one
month later to ensure compliance.
The audits will be brought to QAPI
for further determination.
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Continued From page 71

at appropriate times for residents in the main and
assisted dinlng rooms. Findings include:

1. Lunch was scheduled to be served In the main
DR at 12:15 PM. Observatlons were made In this
area on 9/15/15 from 12:00 PM to 1:25 PM.

The first entree was served at 12:45 PM and the
last was served at 1:15 PM.

There were 20 resldents In the main DR and 3
gussts. The only staff that served meals
continuously was 1 CNA and 1 dietary aide.
There were as many as 6-7 people In the kitchen
(in same area as the DR) preparing meals at a
time, however, there was a wait of 30-60 minutes
for entrees. Some of the staff In the kitchen were
in and out helplng to serve Intermittently.

81 (family who wished to remain anonymous)
was Interviewed on 9/15/16 at 12,45 PM and
stated that It's usual for lunch and dinner service
to be slow.

S2 (famlly who wished to remain ahonymous)
was interviewed on 9/15/15 at 1:15 PM and
stated that walting an hour for the entree was
usual and sometimes it takes 1 1/2 hours,

Findings were reviewed with E1 (ED) and E2 (
DON) during the exit conference on 9/23/15 at
approximately 4:35 PM.

2. During the lunch meal observation on 9/15/15,
lunch was scheduled to begln at 12:16 PM in the
assisted dining room. Assorted beverages were
observed being offered and served, Including
refills but, no food was dellvered or served untll
the lunch cart arrlved at 1:12 PM (57 minutes late

F 362
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). It was then served to all residents In the room In
about 5 minutes.

Findings were discussed with E1 and E2 during
the exit meeting on 9/23/15. The facllity falled to
serve the lunch meal on 9/15/18 within the
scheduled time frame.

3. During an Interview with S3 (resldent who
wished to remain anonymous) on 9/15/15 at 12:
55 PM, S3 stated that it takes a long time to be
served meals and it has been worse since the
food service provider changed.

4, During an interview with S4 (resldent who
wished to remaln anonymous) on 9/156/16 at
approximately 1:00 PM, S4 stated that it takes a
long time to be served lunch and dinner, doesn't
know why it takes so long, "but we've gotno
place to go anyway."

5. During an Interview with S5 (resident who
wished to remain anonymous) on 9/16/15 at
approximately 11:00 AM, S5 stated people have
been waiting a long time to be served meals in
the dining room. S5 stated they have walted an
hour and a half to be served, "particularly bad on
weekends."

6. Revlew of Resident Councll Meeting minutes
revealed the following:

5/20/15 - "May 11th the breakfast wasn't served
until 9:46 AM" (due to be served at 8:15 AM),
8/24/15 - "Walt time for meals Is too long;
sometimes the residents leave the dining room."
7/15/15 - "Dietary currently working on a system
to make sure we are starting meals on time. Also
they will be sending down a person to start dining
room services (lunch or dinner) with drinks,

F 362

o
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The facillty must dispose of garbage and refuse
properly.

This REQUIREMENT s not met as evidenced by
'Based on observation and Interview, it was
determined that the facllity falled to store and

dispose of garbage properly, FIndings Include:

1. On 9/16/15 at 9:08 AM, the dumpster door was
observed to be open and there was staghant
brown colored fluld around the dumpster... .

FindIngs were confirmed with E12 (FSD) on 9/16/
15 at 9:08 AM.

Findings were reviewed with E1 (ED) and E2 (
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F 362 | Continued F =
ontinued From page 73 F 362 1 & 2.The garbage dumpster door
soups, etc. and to be doing so as residents get was closed Immediately. The ‘>/
settled Into their seat In table to table fashlon.” o ey fatled o have the garbage A
8/19/15 - "There is too much in between time acility failec to 1a e }"‘}
i door closed immediately ]
between soup and main entrees, On 8/17/15, the dumpster
service was too long. The residents are getting up after use. )
and leaving because It's taking too long." 3. The food service director/
Designee will in service staff on
Despite repeated resident complaints during proper procedure of closing the
resldent council meetings, the facility falled to garbage dumpster door right away
ensure there was sufficlent support personnel after use.
competent to carry out the functions of the dietary 4. The food service director/
SRS Designee will audit garbage
dumpster door closure 3x a day x 1
Findings were reviewed with E1, E2 and E3 ( week until 100% compliance then
ADON) on 9/23/15 during the exit conference at daily x 1 week until 100%
approximately 4:20 PM. compllance then weekly x 2 weeks
F 372 | 483.35(1)(3) DISPOSE GARBAGE & REFUSE F 372 until 100% compliance then one !
ss=F | PROPERLY month later to determine "D’/V)
compllance. The audits will be }‘}

brought to QAPI to determine
further monltoring.
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to help prevent the development and transmission
of disease and infectlon,

(a) Infection Control Program

The facility must establish an Infectlon Control
Program under which it -

(1) Investigates, controls, and prevents infections
In the facliity;

(2) Decides what procedures, such as isolatlon,
should be applied to an Individual resident; and
(3) Maintalns a record of Incidents and corrective
actlons related to Infections.

(b) Preventing Spread of Infaction

(1) When the Infection Control Program
determines that a resident needs solation to
prevent the spread of infection, the facllity must
isolate the resident.

(2) The facllity must prohibit employees with a
communicable disease or Infected skin lesions
from direct contact with resldents or thelr food, If
direct contact will transmit the disease.,

(3) The facllity must requlre staff to wash thelr
hands after each direct resldent contact for which
hand washing is Indicated by accepted
professional practice.

{¢) LInens
Personnel must handle, store, process and
transport linens so as to prevent the spread of
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\
F441 | \1);9"'5
F 372 Continued From page 74 F 372 1. No specific Individual was
DON) during the exit conference on 9/23/15 at 4:. cited.
30 PM. 2, All Resldents residing in
F 441 | 483,65 INFECTION CONTROL, PREVENT F441| e facility may be Impacted by
ss=F | SPREAD, LINENS this practice of not malntaining an -
. ive | | \
The facility must establlsh and malntain an effective Infection contro ,')/’w
Infection Control Program desighed to provide a program. _ [7/
safe, sanltary and comfortable environment and 3. The clinical nurse

consulitant wlll In service the
DON/Deslgnee on QAP! Infection
control. The DON/Deslgnee will
maintaln facllity’s monthly
infection control log.

4, The RNAC/designee will
perform an evaluatlon/analyisis of
monthly infection control and
report to QAPI for analysis ant to
determine further monitoring. The
RNAC/deslgnee will audlt the
infection control log weekly x 4
weeks until 100% compliance is
reached, then every 2 weeks x2
weeks until 100% compllance then
one month after to ensure
compliance.

F514

1.a. R 10's MDS was modified to
reflect the fall on 12/1/14.

1. b. Unable to correct past
documentation omissions In the
MAR.
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F 441 | Contlnued From page 76
infection,

This REQUIREMENT s not met as evidenced by

Based on review of facllity documents and staff
interview, it was determined that the facility falled
to malntaln an effective infaction control program
designed to provide a safe, sanitary and
comfortable environment and to help prevent the
development and transmission of disease and
Infection, The facility failed to analyze the
infection data they collected. Findings include:

Infection Control Logs were reviewed from March
2015 « August 2015, There was no evidence of
data analysis or Investigation durlng thls
timeframe.

During an Interview on 9/23/15 at 10:15 AM, E3 (
ADON) stated there was no further
documentation avallable for the facllity's Infection
Control Program. She stated the data was
analyzed and no trends were found In the past 6
months. There was no evidence of her or her
predecessor's analysis. E2 (DON), also present
during the Interview, stated that he would provide
QA documentation that showed the facllity's
analysls of infection control data.

Quarterly QAPI reports were provided on 9/23/15
at 11:20 AM for the first two quarters of 2015,
Review of these documents revealed a quarterly
breakdown of infection control data with totals of
each type of Infection and whether the infections
were acquired prior to admission to the facllity or
while in the facllity. The first quarter of 2015 data
was listed by month, while the second quarter

€ Hy

F 441 1. ¢. Data collection tool was

2. All residents residing in the
facility may be impacted by this

risk assessment has been
completed.

3. The facllity falled to perform
Quarterly fall risk assessment.
MDS assessment failed to
identify one of the resident’s fa

the facllity’s policy regarding
documentation during and afte
medication adminlstration.

to evaluate whether
documentation was completed
4, The DON/ Designee will in
service licensed nurses on
documentation following
medication administration.

Compliance then 3 x a week fo

The results of the audit will be
brought to QAPI for further

on completing fall assessment
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deficlent practice. Resident’s fall

The licensed nurses failed to follow

At the end of the shift, the MAR
will be reviewed by another nurse
not working that cart on that shift

The DON/ designee will audit the
MAR dally x 2 weeks untll 100%

2 weeks until 100% compliance
then once a week x2 weeks until
100% compliance then a month
Jater to ensure 100% compliance.

determination. The DON/ Designee
will In-service licensed nursing staff

completed for R 10 on 11/12/15. ‘g
i
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F 441 Continued From page 76 F 441 quarterly. The RNAC/ MDS
was combined. coordinator will audit all residents’
charts due for quarterly ' /']g
The facility failed to maintaln an effective Infection assessments to ensure that fall risk )J:gv
control program as they lacked analysls of assessment is completed every
infection control data. Analysis of data should be I,
ongoing and complsted monthly weelk x 4 weeks until 100%
i compliant then every 2 weeks x4
Findings were reviewed with E1 (ED), E2 and E3 weeks until 100% compliant then a
durlng the exit conference on 98/24/15 at month later to ensure compliance.
approximately 4:30 PM. The findings will be brought to
F 463 | 483.70(f) RESIDENT CALL SYSTEM - ROOMS/ F 463 QAPI to determine further
ss=D | TOILET/BATH monltoring,
F 463
The nurses' station must be equipped to recelve 1, The facility failed to
resident calls through a communication system ensure that all call bells were
;ra%mtir::lde“t rooms; and toilet and bathing functioning properly. Call bells for jg
: rooms 508, 513, and 514 were Y
Immediately repaired. W/
This REQUIREMENT s not met as evidenced by 2. All residents are at risk fo)
: non-functioning call bells, At the
Based on observation and Interview, It was time of the survey all call bells
determined that the facllity failed to ensure that were tested and found to be
the call bell system was functloning In 3 (508, 513 compliant with proper call beli
, and 514) out of 31 resldent rooms. Findings functioning.
include. "
inc 3. Call belis functionality will
1. An observation was made on 9/16/16 at 12:11 be tested weekly on a PM system
PM of a call bell in room 514 not functloning. by the Maintenance Director.
4, A sampling of 5 resident
2, An observation was made on 9/16/15 at 10:08 rooms will be audited for call bell
AM of a call bell in room 508 (bedside of R88) not functionallty by the Maintenance
functloning. Director/Designee daily for 3 days
3. An observation was made on 9/16/15 at 10:42 ;:::: (1)22:’ c::n er“:l? ;e;fNZ(:;(levedl,l
AM of a call bell In room 513 (bedside of R104) PP — p” s unt
not functioning. A pliance reached, then
one month later to ensure

FORM CMS-2667(02-88) Prevlous Versions Obsolate ~ Event ID: KLSN11 Faglilty ID; DE00210 If continuation sheet Page 77 of 82



PRINTED: 10/16/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
085031 B. WING ' 09/23/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2723 SHIPLEY ROAD

SHIPLEY MANOR WILMINGTON, DE 19810

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE
63
F 463 | Continued From page 77 F463| compliance. Results will be )y 3"5
Findings were reviewed with E1 (ED) and E2 ( brought to the QAP team to
DON}) during the exit conference on 9/23/16 at determine further monltoring.
approximately 4:40 PM, F468
F 468 | 483,70(h)(3) CORRIDORS HAVE FIRMLY F 468 .
= 1. The facility falled to
88=D,{.SECURED HANDRAILS ensure that all handrails in
The facility must equlp corridors with firmly hallways were properly secured. <
secured handralls on each side. Loose handralls were found );)f |

between rooms 609 and 611.
Handralls were Immediately

This REQUIREMENT s not met as evidenced by secured.
: i 2, All handralls are at risk for
Based on observation and Interview, It was unsecured attachment, Al

determined that the facility falled to equip 1 out of
3 corridors with flrmly secured handralls on each

side. Findings Include: the survey by the Maintenance

An observation was made on 9/15/15 at 2:50 PM Director/designee and found to be

of a loose handrall between rooms 609 and 611. In good working order securely
fastened to the wall.

handrails were reviewed during

An additional observation was made on 9/21/15 3. All handrails were placed

at 2:25 PM on the environmental tour. E17 ( on a monthly PM system for

Housekeeping Supervisor) confirmed the finding inspection for security by the

at this time. Maintenance Director/designee
4, The Maintenance

Finding was reviewed with E1 (ED) and E2 (DON)
during the exlt conference on 9/23/16 at ;-
approximately 4:40 PM.

Director/designee will audit all
handrails for security daily for 3

F 514 | 483.75(1)(1) RES RECORDS-COMPLETE/ F 514 days untll 100% compliance is
ss=D | ACCURATE/ACCESSIBLE achieved, then once per week x 3
weeks unti! 100% compliance
The facility must maintain clinical records on each reached, then one month later to <
resldent in accordance with accepted professlonal ensure compliance. Results will be . ,.’;\*"
standards and practices that are complete; brought to the QAP! team to |24
accurately documented; readily accessible; and determine further monltoring.

systematically organized.

The clinical record must contain sufficient .
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Resident 10 still resides at the
F 514 | Contihued From page 78 F 514 facllity. ,

information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission scresning conducted by the State;
and progress nhotes,

This REQUIREMENT is not met as evidenced by

Based on record review and Interview, It was
determined that the facility failed to ensure that
clinical records for one (R10) out of 34 stage 2
sampled residents, were complete and accurately
documented In accordance with accepted
professional standards and practices, Findings
include: .

- 2/5/15 - R10's quarterly MDS assessment failed
to Identify and document this resident's fall that
occurred on 12/1/14 under number of falls.

-8/11/15- A physlclans order for Hydralazine (for
high blood pressure) 3 times a day stated to hold
for SBP < 100 and HR < 60.

-8/15 MAR-lacked documentation of the SBP and
HR when the medication Hydralazine was
administered at 12 AM and 8:00 AM on 8/16/15.

-8/15/ MAR-8/29/15 8:00 AM Klohopin (treatment
for panic attack) was not signed off by the
medlcation nurse as administered.

-9/15 MAR-Morphine Sulfate (narcotic pain
medicatlon) was not signed off as administered
on 9/11/16 and 9/18/15 at 5:00 PM and on 9/22/
15 at 8:00 AM.

-R10 was missing a quarterly Fall Assessment

All resldents reslding In the facillty
maybe Impacted by this deficient
practlce.

Resldent’s fall risk assessment I
has been completed. A
The facility falled to perform
Quarterly fall risk assessment.

MDS assessment falled to

Identify one of the resldent’s -
falls. '
The Hcensed nurses falled to .
follow The facility’s policy
regarding documentatlon

~ during and after medication

adminlstration.

At the end of the shift, the MAR
Will be reviewed by another nurse
not workling that cart on that shift

1o evaluate whether documentation
was completed.

The DON/ Deslgnee will In service
licensed nurses on documentation
following medicatlon administration,
The DON/ designee will audit the
MAR dally x 2 weeks until 100%
“Compliance then 3 x a week for
2 weeks untll 100% compliance then
once a week x2 weeks
until 100% compllance then a month
later to ensure 100% compliance,
The results of the audit will be
brought to QAP for further
determination.

_:Hf‘/
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F 514 | Continued From page 79 F514| service licensed nursing staff on J,"%
Risk tool for 5/15. R10's last fall risk assessment completing fall assessment 19
was done on 2/5/15. o quarterly.
On 8/17/15 8t 3:00 PM. E2 (DON) The RNAC/ MDS coordinator
n at o ' was i Il residents’ charts
interviewed, He stated that the facllity stopped \(;VIQ ?;:"tu: rterly assessments
using Fall Risk Assessment Tool form to assess e 104 L
resldents’ risk for falls (3 years ago as per E20/ to ensure
RN), Currently, the facility s using the Data that fall risk assessment Is
Collection Tool form to assess residents risk for completed every week x
falls. However, there was no record of a 4 weeks untll 100% compliant
completed Quarterly Data Collectlon Tool form for then every 2 weeks x4 weeks
5/15 for R10.
until 100% compllant then a
Revlew of the facllity's Data Collection Tool form month
indicated that re-assessments including residents' later to ensure compllance,
risk for falls were done on Admission, The findingswlll be brought to
Readmission, Annual, with Signlficant Change determination.
and Quarterly -as requlired by state guldelines. QAPI for further deter
Findings were discussed with E2 and E16 ( F 520 _
Reglonal Nurse Consultant) on 9/22/16 at 1.a. Resident R7 remains at the
approximately 3:00 PM. facility. R7 Incontinence has been
F 520 | 483.75(0)(1) QAA COMMITTEE-MEMBERS/ F 520| assessed and care plan
§s=E | MEET QUARTERLY/PLANS Interventions in place. y
1.b. Resldent R12 remains at the .}f\")
. facllity, R12 incontinence has been D"
A facllity must maintaln a quality assessmént and assessed and care plan
assurance committee consisting of the director of ) flonsii plFE
nursing services; a physiclan designated by the interventions In place.
facllity'; and at least 3 other members of the 2.a. All residents residing atthe
fac”lty s staff, faC“ity who are lncontlnent may be
The quality assessment and assurance ‘mPaFted by this practice
committee meets at least quarterly to Identify deficiency. i ot the
lssues with respect to which quality assessment 2.b. . All residents residing a A
and assurance actlvitles are necessary; and facllity who are lnconti_nent may be
develops and Implements appropriate plans of jmpacted by this practice
action to correct identified quality deficiencles, deficlency.
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A State or the Secretary may not require
disclosure of the records of such committes
except insofar as such disclosure ls related to the
compliance of such committee with the
requirements of this section.

Good falth attempts by the committes to Identlfy
and correct quality deficlencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidericed by

Based on clinical record review, Interview and
review of facllity documentation, it was
determined that the facility failed to Identify Issues
for 2 (R7 and R12) out of 34 Stage 2 sampled
resldents, In which quality assessment and
assurance activities were necessary to develop
and implement appropriate plans of action to
correct identified quality deficlencies related to
their bladder Incontinence. Flndings include:

Cross refer F315

During an Interview with E1 (ED) on 9/23/15 at 3
28 PM, and revlew of the QAA quarterly meeting
sign up sheets, the facllity had an ongoing QAA
committee that met at least quarterly to Identify
quality deficiencies to ensure that care practices
were conslistently applled. E1 confirmed that
urinary incontinence Issues was not an area
identified by the committee.

Hence the facility failed to ensure that appropriate
treatment and services to restore and/or maintain
bladder function for two residents (R7 and R12)
were Implemented. Specifically, the facliity falled

to:

comprehensively assess the
resident’s urinary incontinence.
The Clinical Nurse Consultant will
Educate the DON/ ADON/ MDS
Coordinator on reporting increased
Incontinence to the QAA,
3.b. The facility’s QAA committee
falled to identify and
comprehensively assess the
resident’s urinary incontinence.
The Clinical Nurse Consultant will
Educate the DON/ ADON/ MDS
CoordInator on reporting increased
incontinence to the QAA,
4.a. The DON/ Deslgnee will
evaluate increased Incontinence
reported to the QAA monthly x 3
months to ensure that proper
analysis and recommendations
have been put in Place. The
findings would be brought to QAPI
to determine further monitoring.
4.b. The DON/ Designee will
evaluate increased incontinence
reported to the QAA monthly x 3
months to ensure that proper
analysis and recommendations
have been put in Place. The
findings would be brought to QAP
to determine further monitoring.
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F 520 | Continued F 80 F62° g
ontinued From page 20 .
£ Fo 3.a. The facillty’s QAA committee },f)
rd
failed to Identify and )}
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Incontinence;

~-comprehensively assess the residents' urmary

-Falled to complete volding diarles;

-Falied to individualize tolleting plans;

-Failed to prevent UTls, resulting In the decline of
urinary continence.

Findings were reviewed on 9/23/15 at
approximately 4:50 PM with E1 and E2 (DON),
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STATEMENT OF DEFICIENCIES
Speclfic Deficiencles
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CORRECTION
OF DEFICIENCIES

COMPLETION
DATE

3201

3201.1.0
3201.1.2

The State Report incorporates by
reference and also cites the findings
specified in the Federal Report.

An unannounced annual and complaint
survey was conducted at this facility from
September 15, 2015 through September 23,
2015. The deficiencies contained in this
report are based on observations, interviews,
review of clinical records and other facility
documentation as indicated. The facility
census the first day of the survey was 68.
The Stage 2 survey sample size was 34.

Regulations for Skilled and Intermediate
Care Facilities

Scope

Nursing facilities shall be subject to all
applicable local, state and federal code
requirements. The provisions of 42 CFR
Ch. IV Part 483, Subpart B, requirements
for Long Term Care Facilities, and any
amendments or modifications thereto, are
hereby adopted as the regulatory
requirements for skilled and intermediate
care nursing facilities in Delaware.
Subpart B of Part 483 is hereby referred
to, and made part of this Regulation, as if
fully set out herein. All applicable code
requirements of the State Fire Prevention
Commission are hereby adopted and
incorporated by reference.

This requirement is not met as evidenced
by: Cross Refer to the CMS 2567-L survey
completed September 23, 2015 F225, F246,
F248, F253, F272, F278, F280, F309, F314,
F315, F323, F333, F362, F372, F441, F463,
F468, F514 and F520
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9.0
94
9.4.10

16 Del. C.,
Chapter

11, §
1162,

Records and Reports

Electronic Record Keeping

The facility shall provide Independent
computer access to slectronic records to

satisfy the requlrements of the survey and
certification process. :

This requirement was not met as
evidenced by:

During the 9/23/15 survey the process was
delayed for one hour, The facility offered 5

| computers, 4 were in offices occupied by

other staff members and one at the nurses'
station. The office doors were closed and
ocaupled by staff members. Addltionally one
delegated area had a family member in It.

The facility failed to provide independent
computer access to electronic records; hence
it delayed the survey process.

On 0/23/16 at approximately 4:40 PM,
findings were discussed with E1 (ED) and E2
(DON) at the exit conference.

Nursing Staffing

(c) By January 1, 2002, the minimum
staffing level for nursing services direct
caregivers shall not be less than the
staffing level required to provide 3.28
hours of direct care per resident per day,
subject to Commission recommendation
and provided that funds have been
appropriated for 3.28 hours of dlrect care
per resident’ for Medicald eligible
reimbursement, LA

Nursing staff must be distribu{ed in order
to meet the following minimum weekly
shift ratlos:

, RN/J.RN CNA*

9.4.10

Facility failed to provide
Independent computer for
electronlc medlcal records.

The facllity has dedicated the
conference room at the health
center and will place a computer
which will have access electronic
medIcal records.
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DATE

Day 1 nurse per 15 residents 1 aide per
8 residents

Evening 1:23 1:10
Night 1:40 1:20

*or RN, LPN, or NAIT serving as a CNA.

(9) The time period for review and
determining compliance with the staffing
ratios under this chapter shall be one (1)
week.

The law was not met as evidenced hy:

Three weeks of facility staffing, covering the
period of 20 August 2015 through 9
September 2015 inclusive, were reviewed to
verify compliance with Delaware Nursing

| Home Staffing Laws, commonly known as

Eagles’ Law. The review consisted of data
entered on the DLTCRP Staffing Worksheets
by Shipley Manor staff, and slgned by the
Administrator. The TWO (2) citations hereon
result from that work. '

Shipley Manor was found noncompliant with
the required 3.28 daily care hours per
resident on the following TWO (2) dates. The
care hours attalned by Shipley for each date
are parenthesed.

Saturday 29 August 2015 @ (3.17)
Saturday 5 September 2015 @ (2.92)

Shipley Manor was also found noncompliant
with the weekly aide to resldent staff ratios on
day shift for the week of 3 through 10
September 2015 attaining a 1:9 ratio (1 aide
for every 9 residents.) Required is 1 alde for
every 8 residents (a 1:8 ratio),

On 9/23/15 at approximately 440 PM,
findings were discussed with E1 (ED) and E2
(DON) at the exit conference.
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Title

On 8/29/15 and 9/5/15

The facllity failed to meet daily
requlred care hours. Facllity failed
to meet Alde ration week of 3
through 10 September 2015.

The DON/ designee reviews daily
staffing to evaluate compliance
with dally care hours. The facility
were challenged with staff cal offs
employees Iéaving the company. !
Multiple attempts were made to .
get coverage from Prn staff. The
schedule will be reviewed daily on
every shlift to evaluate compliance
with daily care hours. The facility
has hired more nurse assistants
and is currently actively
interviewlng for prn Licensed
nurses and nurses aids to be
utilized under such circumstances.

. The DON/ designee will review

daily staffing/schedule daily x1
week until 100% compliance, then
3 x a week for 2 weeks until 200%
compliance, then weekly x 2 weeks
until 100% compliance then one
month later to ensure compliance.
The Audits will be brought to QAPI
to determine further monitoring.

Date




